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John B. Semiannual Progress Report
July 31, 2001

A number of important activities took place during the past six months on the John B,
Consent Decree. These activities included infrastructure improvements both inside and
outside of TennCare, as well as specific improvements in EPSDT outreach and
informing, screening, diagnosis and treatment, monitoring, and coordination of effort.
The summary of these activities provided on the following pages highlights the state’s
efforts to assure continuous improvement in EPSDT services to children.

On November 2, 2000, the Children with Special Needs Steering Panel overseeing the
Remedial Plan met and determined that the diligent efforts that had been made to
implement the May 2000 Remedial Plan were not achieving the desired results. They
voted to try a new approach. On November 16, 2000, the state filed a motion to stay
enforcement of the May 2000 Remedial Plan pending resolution of proposed
modifications. On November 27, 2000, the plamntiffs filed a brief in opposition to the
detendants’ motion. The detendants filed a Revised Remedial Plan with the court on
December 18, 2001, and on January 29, 2001, the Tennessee Justice Center filed a
motion with the court requiring the state to show cause why it should not be held in
contempt for violating the March 12, 1998, John B. Consent Decree and the May 16,
2000, Agreed Order concerning the Remedial Plan.

During the past few months, a great deal of time and effort on the state’s part has been
spent responding to discovery requests from the plaintitts, preparing for the hearing
which began on June 18, 2001, adding new staff, clarifying staff roles and
responsibilities, and re-training staff on program policies and organization. Also during
this period, the state carried out the first ballot period for TennCare enrollees in two
years, implemented a major reconfiguration of Managed Care Organizations around the
state (including assisting two new MCOs in becoming operational), brought up its own
MCO (TennCare Select), conducted a series of public forums in all parts of the state on
the recommendations of the Governor’s Commission on the Future of TennCare, worked
with actuaries to complete the second annual actuarial study of the TennCare Program,
completed mailings in accordance with the Rosen Agreed Order, and completed
negotiations for the Brian A Settlement Agreement for DCS children. A new contractor,
Schaller-Anderson, was retained to oversee medical appeals for TennCare during the
period of this report. Another contractor, Fox Systems, worked with the state to plan a
redesign of the TennCare Management [nformation System.




[ &)

Infrastructure [mprovements

Children’s Health Initiative

A major infrastructure improvement added during this report period was the
implementation of the Children’s Health Initiative (CHI). The CHI, headed by
Dr. Joe McLaughlin, a child psychologist with extensive experience working in
public health programs, was set up to provide assurance that appropriate child
health and child mental health services are provided in Tennessee. The unit is
located within the Office of Health Services, Department of Finance and
Administration.

Specific purposes of the unit include serving as a liaison with al] child-serving
departments of state government, developing and monitoring interagency
agreements for child health and child mental health services, convening regular
meetings of the Commissioners of the child-serving departments, resolving
interagency problems, and providing oversight of compliance with John B. The
unit reports directly to John Tighe, Deputy to the Governor for Health Policy, and
18 alrcady playing a major role in addressing the critical clinical and
interdepartmental activitics that are such an important part of John 8.

Two key clinical professionals in the CHI are bringing their expertise to a variety
of issues surrounding scrvices to children. These staft persons include Dr.
McLaughlin and Dr. Patti van Eys, a clinjcal psychologist with an advanced
certificate in multdisciplinary approaches to child sexual abuse intervention.
There is also an EPSDT Compliance Officer, Mary Griffin, who is an attorney
with experience in TennCare issues, including multicultural concerns. A data
analyst 1s being recruited for the unit.

All of the child-serving departments have signed an interdepartmental agreement
recogmzing the authority of the CHI in resolving interagency disputes. (See
Attachment A.) [t is understood that Dr. McLaughlin and his staff have the “final
word” whenever there is a situation affecting children’s health or mental health
services which cannot be resolved through the usual channels.

Brian A. Settlement Agreement

The Department of Children’s Services participated in five months of intense
negotiations resulting in the Brian 4. Settlement Agreement in July 2001. The
Settlement Agreement will allow DCS to g0 ahead with reforms already begun in
cooperation with the nationally known Child Weltare League of America.
Substantial improvements are being put in place regarding foster care and
adoption programs.

DCS has announced plans to hire the following new personnel:
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* 335 case managers and supervisors,

* 46 persons to staft a centralized intake service to receive reports of child
abuse and neglect,

* 10 persons to work as a Child Protective Services Special Assist Team, which
will be assigned to large scale investigations of alleged child abuse, and

* 6 administrative personnel.

Overseeing the implementation of the Settlement Agreement 1s Director of
Compliance Kent Berkley, formerly assistant general counsel for DCS, and an
independent and neutral monitor, Sheila Agneil, who is from Kansas City and
who has performed a similar role in two other states, New Mexico and Missouri.
A technical assistance committee has been created to assist in monitoring quality
assurance and placement of children in a timely manner.

EPSDT Steering Committee

The EPSDT Steering Committee, which was appointed in October 2000) by
TennCare Director Mark Reynolds and which continues to be chaired by
Commussioner Reynolds, has met on an every-other-week basis for the purpose of
analyzing EPSDT issues and discussing new projects. The committee is directly
responsible for initiating many of the activities outlined in these pages.

TennCare Select

The proposed Revised Remedial Plan submitted to the Court in December 2000
called for a “carve-out” managed care model for children. This “carve-out,”
which is called TennCare Seleet, was developed during this reporting period and
implemented on July |, 2001. TennCare Select was designed to accomplish
several purposes, chief among them being creation of a vehicle for providing
more smoothly coordinated services to children in DCS state custody and certain
other special needs children. The framework for choosing which children would
be considered “special needs” children was taken from a “Dear State Medicaid
Director™ letter issued by the Health Care Financing Administration (now Centers
for Medicare & Medicaid Services) in January. (See Attachment B.)

TennCare Select incorporates the Centers of Excellence and Best Practice
Networks envisioned by the Remedial Plan and the Revised Remedial Plan. (Sce
page 12 for more information on the Centers of Excellence and the Best Practice
Guidelines.)

Implementation Team (Remedial Plan)

[O%)




6.

Under the leadership of Dr. Larry Faust, the Implementation Team established a
year ago by the original Remedial Plan has been very active 1n assisting children
whose needs are such that state custody might be required 1f they are unable to
obtain appropriate services. The team advocates for these children to obtain the
mental or physical health services that they need. One hundred twelve cases were
reviewed during the report period. Eight letters of authorization for services for
six children were issued. Letters of authorization assure state payment for
services the Implementation Team has found to be immediately necessary for
prevention of custody, regardless of whether or not the services are ultimately
determined to be “medically necessary™ and therefore coverable by the
MCOs/BHOs.

TennCare/TDMHDD/DCS/BHO work group

Under the leadership ot Paul Miller, Director of Operations for the TennCare
Partners Program, a workgroup was formed in October 2000 to pro-actively
review and resolve problem cases, worktlow, and operational issues that are
identified as impeding or impacting the efficiency and effectiveness of the
TennCare Partners program. The work group meets on the first and third Tuesday
of each month.

Although the work group does not focus solely on children’s issues, the majority
ot its attention to date has been directed toward resolving problems in delivery of
children” s mental health services. Participants have discussed 50-75 children’s
cases and fewer than 20 adult cases. In the early part of this calendar year, the
Implementation Team was added to the group, since some of the cases being
discussed by the work group were the same ones being handled by the
Implementation Team.

The consensus of the group is that the meetings are productive and helptul in
resolving both individual and systemic issues in children’s mental health,

Review of provider contracts (Paragraphs 102-103)

Two new MCOs joined TennCare during the report period. These MCOs were
Better Health Plans of Monroeville, Pennsylvania, and Universal Care of Signal
Hill, Calitornia. As part of the readiness process, all of these MCOs” provider
contract templates and subcontracts were reviewed by the TennCare Division of
the Tennessee Department ot Commerce and Insurance and by TennCare.
Provisions which might encourage non-compliance with EPSDT were specifically
pointed out, and revisions were required before the organizations were allowed to
begin operations.




8.

MCO Contractor Risk Agreement revisions and enforcement

The new MCO CRA, which was effective July [, 2001, included several major
EPSDT changes, such as the addition of incentive payments for improved
screening rates. A summary of the changes is presented in Attachment C.

Actions taken by the Oftice of Contract Development and Compliance with
respect to EPSDT dunng the report period are summarized in Attachment D.

Staff improvements at TennCare

Three new key management positions were created at TennCare during this report
period. Peter Sybinsky was named Assistant Commissioner for Delivery
Systems. Mr. Sybinsky most recently served as Deputy Secretary for Policy and
Rescarch for the Family and Social Services Administration for the state of
Indiana. At TennCare, Mr. Sybinsky oversees policy and administration of
TennCare Select, MCO Programs, Pharmacy Services, Long-Term Care, and
TennCare Partners. One of his responsibilities is to coordinate the identification
and resolution of systemic EPSDT issues.

Nancy McLean has been appointed Assistant Commissioner of Member Services.
Ms. McLean is an attomey with experience in state government. Her
responsibilities include oversight of the Medical Appeals unit, the Administrative
Appeals unit, the Information Line, the Eligibility unit, and the Member Policy

unit.

Matthew Moore has been named Director of MCO Programs. He has a Master’s
degree in health administration and over six years of specifically related health
care and managed care experience. Mr. Moore, who has been successful in
developing strong provider/plan relationships including contract negotiations and
monitoring, is responsible tor monitoring MCO compliance and supervises the
TennCare Contract Development and Compliance unit.

The activities which these new senior statt persons are responsible for are integral
to the strength of the EPSDT program. The addition of their expertise and
knowledge is invaluable to TennCare in achieving its goal of continuous
improvement in services to children under EPSDT.
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Progress on Outreach and Informing

Ballot mailings

All TennCare households received ballots in April 2001 and were asked 1o return
these ballots if they wanted to change MCOs. The result of the ballot period was
the largest re-assignment of TennCare enrollees since the beginning of the
program. Not only were individuals assigned to new MCOs of their choice, but
they also received letters providing them with 90 days to request another change,
if they wished. Outreach information about EPSDT was included in the mailings
accompanying the ballot materials.

Mailings to households with children past due for EPSDT screens
(Paragraph 40)

On April 23, 2001, the Bureau of TennCare sent letters to each MCO asking them
to identify by name all enrollees who were past duc for their EPSDT screens.
Replies were received from the MCOs by May 20, 2001. MCOs were asked to
develop corrective action plans for helping families get these children up-to-date
on screens. These corrective action plans were received by the Quality Oversight
unit by July 10, 2001. Responses to the corrective action plans are being
finalized.

As a companion to the MCO actions, the Burcau of TennCare sent out its own
mailing at the end of June to about 240,000 individual children who were
determined to be overdue for screenings. The letters, which were also prepared in
Spanish, discussed the importance of well-child screens, the avatlability of
services such as dental screens, and information on how to find services and learn
more about EPSDT.

The change period which took effect July 1, 2001, meant that a number of
TennCare children were in new MCOs at the start of the state fiscal year. Names
of past-due enrollees who were changing MCOs were communicated to the
enrollees’ new MCOs, and plans were made by the MCOs to complete a matling
about EPSDT screens to families of all of these children by the end of August
2001,

Quarterly reports on outreach

MCOs submitted quarterly reports on their outreach activities in January and
Apnil 0of 2001. These reports were sent to the Quality Oversight unit. They are
contained in Attachment E.
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TennCare website

The TennCare website (www.state tn.us/tenncare) was revised during the report
period. An icon labeled “Children’s Page” was added with information about
EPSDT, including a list of the components of EPSDT screenings, a list of the
screening guidelines recommended by the EPSDT Screening Guidelines
Committee, information about the periodicity schedule, and the names of MCO
EPSDT Coordinators.

Public awareness campaign

During the reporting period, a $150,000 contract with Stagepost was developed.
The purpose of the contract was to prepare a public awareness campaign on
EPSDT. Planning for the campaign is now underway. It is expected that the
campaign will include a number of different activities and events.
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Progress on Screening

Computation of the Annual Periodic Screening Percentage (Paragraph 49)

The Annual Periodic Screening Percentage (APSP) for FFY 99 was 19.8%. The
target for FFY 00 was a 20-point improvement.

The actual APSP for FFY 00 was 31.5%. This figure was obtained by
multiplying the HCFA 416 screening percentage for FFY 00, which was 45%, by
the results of the annual medical record review, which indicated that 69.9% of the
required seven components were contained in the medical records of a statistically
valid sample of children receiving screens. The Adjusted Periodic Screening
Percentage (APSP) of 31.5% represented an increase of nearly 10 percentage
points over the baseline APSP in FFY 96.

The dental screening percentage (DSP) for FY 00 was 33%. This represented an
increase of nearly five percentage points over the baseline DSP in FFY 96.

Thus, in FFY 00 nearly half the children in the TennCare program received
documented screens when they were supposed to, and these screens contained, on
average, 70% of the required seven components. One in three TennCare children
recetved a documented dental screen during FFY 00.

The state 1s involved in a number of continuous improvement activities, many of
which are mentioned in this report, to improve these rates in the coming months.
We will continue to try new approaches in order to improve the screening rates
and accuracy.

DCS screening activities (Paragraph 52)

The Department of Children’s Services made significant progress in its attempt to
assure appropriate screenings of the children it serves. On April 1, 2001, a new
set of EPSDT standards was published, superseding previous standards. (See
Attachment F.) These standards set out procedures for obtaining EPSDT
screenings, information about what the screenings should include, and policies on
incorporating the resuits of the EPSDT screening into the child’s Permanency
Plan.

DCS reported that as ot Apnil 1, 2001, 91.3% of its children had received EPSDT

screenings within the past year. The percent of children over aged 3 who had
received dental screenings within the past year was 81.7%.

Public health screening enhancements (Paragraph 43)




Durning this report period plans were made to enhance the capability of local
health departments to perform EPSDT screens. A total of $4.4 million was made
available to the Bureau of Health Services Administration for contracts with
metropolitan and rural health departments across the state. These contracts are
currently being finalized.

EPSDT documentation pilot (Paragraph 44)

The most recent medical record review indicated that about 70% of the required
seven components are documented in the records ot a sample of children
recetving EPSDT screens. The question has been raised as to whether or not
documentation would improve if EPSDT screening providers received an
incentive payment tor filling out an EPSDT “attestation form” indicating which
screens were done. The Bureau of TennCare asked Blue Cross/Blue Shield to
conduct a ptlot study to respond to this question.

Nine practitioners were chosen to participate in the first phase of the study by
filling out an “attestation form™ when they performed EPSDT screens. In the 147
attestation forms received, 87% ot the required secven components were
documented as delivered, with vision and hearing appearing to be the areas with
the lowest rates. A chart review revealed 95% accuracy when comparing the
attestation forms to the documentation in the chart. Claims for all the visits were
filed as preventive health claims. Study results will be reviewed by the EPSDT
Steering Committee at TennCare to determine next steps. (See Attachment G.)

The second phase of the study 1s nearly complete. This is an expanded study
which includes practices chosen due to higher volume of TennCare enrollees.
The analysis will seek to measure whether or not use of the attestation form
improves screening numbers and completeness. These results should be available
shortly.

Web-based training for providers (Paragraph 44)

Plans were made during this report period for the development of a web-based
educational service on EPSDT for primary care providers in TennCare. A
contract in the amount of $133,900 was completed with CyberCE, Inc. The
contract will provide on-line interactive training on EPSDT for PCPs. Training
sessions will be recorded in a multi-media format which will be archived for
access by additional PCPs. Some sessions will cover EPSDT screening in
general, and others will focus on specific EPSDT-related topics. Sessions are
planned on hearing and vision screening and on developmental and behavioral
screening. The first general sessions are expected to be conducted in September
2001.




TennCare video (Paragraph 44)

Dr. Joe McLaughlin developed a 16-minute video for primary care providers
describing the elements of an EPSDT screening visit. Reviews of the video script
and/or the initial version of the videotape were provided by several TennCare
staff including the interim Medical Director and staff of the Children’s Health
Initiative; pediatricians from the Tennessee Chapter of the American Academy of
Pediatrics; and representatives of several advocacy groups including the
Tennessee Health Care Campaign, Tennessee Voices for Children, and Family
Voices. As of the end of June, the initial version of the video was complete
except tor minor revisions. When finalized, the video will be distributed to all
pnimary care providers who see children under TennCare. It will be accompanied
by pnint matenals giving PCPs additional information about procedures for
EPSDT screening visits. The video includes details of recommendations from the
EPSDT Screening Guidelines Committee.

Training on new screening guidelines (Paragraph 44)

A “train the trainer” conference was held in January 2001 for MCO personnel.
The purpose ot the conference was to expand the numbers of persons who were
tamiliar with the EPSDT Screening Guidelines and who could train others on
their use. Sixty-two persons representing all MCOs, BHOs, and dental plans
participated in the conference. Dr. Frances Glascoe, a nationally recognized
trainer and child development expert, gave the major address.

TSOP on interperiodic screening (Paragraph 42)

On February 23, 2001, TennCare published TennCare Standard Operating
Procedure (TSOP) 036, Addendum 4, on interperiodic screenings. This TSOP
was distributed to TennCare’s contractors and posted along with the other TSOPs
on the TennCare website (www state.tn.us/tenncare).




Progress on Diagnosis and Treatment Activities

Dental carveout

Recognizing that access to dental services tor TennCare children, like access to
dental services for Medicaid children in other states, is sometimes difficult, the
state began planning during this report period for a dental carveout to be
implemented in January 2002,

A Children’s Oral Health Planning Group, chaired by Dr. Joe McLaughlin, was
established to plan for improvements in dental services for TennCare children.
The group includes the State Dental Director from the Department of Health,
TennCare staft, a representative of the Governor’s office, private practice dentists,
representatives of the Tennessee Dental Association, faculty from the UT School
of Dentistry, the Dental Director of the Matthew Walker Health Center in
Nashville, and representatives of some advocacy groups. Several members of the
group attended a National Governors Association Policy Academy on Children’s
Oral Health held in Nashville May 7-9, 2001, They are now meeting to follow up
on the planning conducted at the conference.

Public health dental improvements

Plans were made to develop a school-based dental screening, sealant, referral and
outreach program through the Bureau of Health Services. The $7 million
program 1s adding 100 new public health dental hygienists and public health
dentists across the state. The target public schools for the program are those in
which 50% or more of the student population 1s eligible tor the free lunch
program. All students will recerve a dental screen. Students with signed
permission ships will recerve dental sealants as clinically indicated. In addition,
students who have signed permission slips and are enrolled in the TennCare
program will recerve an oral evaluation. Information will be sent home to parents
regarding any i1dentified need tor treatment or further evaluation. Follow-up will
be provided to all children with urgent dental needs. Health department staff will
be available to assist parents in accessing services following the school-based
program. Finally, outreach will be conducted with the families of children who
are enrolled in the free lunch program but who are not enrolled in TennCare.

Currently clintcal dental services are offered through 36 rural and three
metropolitan health departments. Capital improvements are planned for health
departments 1n 22 counties 1n order to expand or create the ability for those health
departments to deliver clinical dental services to children. The total project
budget 1s expected to be $2 mullion. Additional resources have been committed to
order two mobile dental vans for the Mid Cumberland and Northeast Regions to
provide another model for delivering dental services in rural areas.



Following the completion of the construction and remodeling associated with the
infrastructure grants and improvement in the TennCare dental fees, clinical dental
services will be available through 49 rural and four metropolitan health
departments.

Centers of Excellence

During the report period Dr. Joe McLaughlin held several discussions with
representatives of the five major pediatric medical centers across the state to
develop the Centers of Excellence role in the Revised Remedial Plan. As of June
30, 2001, proposals were in hand from three of the five centers (Vanderbilt, UT
Memphis, and ETSU), with the other two (Erlanger and UT-Knoxville) expected
shortly.

Best Practice Guidelines

Drafts of Best Practice Guidelines have been completed and are currently being
reviewed. Dr. Larry Faust of the Department of Health and Dr. David Moroney
ot Blue Cross/Blue Shield coordinated the development of the BPGs tor medical
services, and Dr. Judy Regan of TDMHDD and Dr. Patti von Eys of the
Children’s Health Initiative coordinated the development of the BPGs for mental
health services. (Sce Attachments H and [)
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Progress on Monitoring

Semiannual review of appeals (Paragraph 101)

The semiannual review of appeals required in Paragraph 101 was completed and
1s included in Attachment J.

In March 2001, TennCare named Andrea Thaler as Director of the TennCare
Solutions Unit. Ms. Thaler has had a wealth of experience in health care delivery,
most recently as an executive with Access MedPlus. In July 2001, TennCare
appointed Nancy McLean to the new position of Assistant Commissioner for
Member Services, which will include oversight of the TennCare Solutions Unit.
(See page 5.)

Proposed study of children in custody (Paragraph 73)

The EPSDT Steering Committee proposed a second study to respond to the
concerns of Paragraph 73. The contractor for the new study is the Center for
Child Mental Health Services at the University of Tennessee in Knoxville.
TennCare staft have worked with the UT staff to develop the study design: staft
from the center have met with the plaintiffs® attorneys to review the study design.
The amount of the contract is $506,000.

This will be a two-part study that will include a sample of children in East
Tennessee and another sample in Shelby County (contingent on reaching an
agreement with juvenile court personnel in Shelby County). It will begin on
August 1, 2001, [t will involve a series of assessments of children and families
who come to the attention of the juvenile court, as well as interviews with key
persons, including juvenile court personnel. The study will determine the nature
of behavioral services received by the children and will examine the risk factors
that led to, or prevented, state custody. The combined samples for the two studies
are expected to total 1200 children.

The sample will be chosen trom a list of all children who came into custody as of
a certain date and who had had continuous TennCare coverage for at least six
months prior to entering custody. Researchers will interview DCS caseworkers,
the child’s PCP, the child’s primary mental health caregiver if appropriate, a
representative of the child’s current placement (foster parent, group home, etc.),
the child’s parent(s) if appropriate, and the child’s teacher at school if appropriate.
They will review the child’s medical records and DCS records, encounter data
from the child’s MCO/BHO, prior approval files from the MCO/BHO to
determine if services were requested but denied, and TennCare appeal files. They
will also pertorm a clinical assessment of each child to determine how well he/she
15 functioning currently.




[nformation from the above sources will be analyzed to identify the major factors
contributing to the child’s entry into custody and to determine whether or not the
entry into custody could have been prevented if the child had received different
services from TennCare. An analysis will also be done of how well the child is
doing now, given the services he has received from TennCare and DCS. At the
conclusion of the study, the data will be aggregated and recommendations
developed for TennCare and DCS.

New contract for assistance with medical appeals (Paragraph 101)

During the period of this report, the Bureau of TennCare entered into a contract
with Schaller Anderson, a health care management and consulting firm
specializing in Medicaid managed care. The purpose of the contract is to assist
the Bureau in developing medical policy and clinical criteria for use by the
Bureau and the managed care contractors, to assist the Bureau in applying newly
developed policies and procedures to the appeals process, and to assist the
TennCare Solutions Unit with Grier implementation. A significant element of
these tasks ts the development and implementation of a new information system
for documentation and tracking of appeals. The total amount of the contract over
a three-year period 1s $12.8 million.

Schaller Anderson has already begun reviewing existing TennCare appeals data
and developing recommendations. As an example, pharmacy appeals are the
most numerous appeals, making up about 40% of the volume of all TennCare
appeals. Pharmacy appeals for all enrollees, adults as well as children, have
increased substantially in recent years, quadrupling from 1999 to 2000 and, as of
July 2001, already surpassing the complete year 2000 totals. Schaller Anderson
has identified four leading classes ot drugs generating appeals--pain medications,
respiratory medications, antibiotics, and anti-ulcer medications. All data collected
by Schaller Anderson in the tuture will be grouped into adult and child categories
for case of analysis of EPSDT systemic problems.

After identitying service and appeals issues, Shaller Anderson will assist the
Bureau by working with Managed Care Contractors and providers to bring about
improvements in utilization review decisions and practice patterns.

Contract with the Tennessee Chapter of the American Academy of Pediatrics

A contract in the amount of $67,800 was developed with TCAAP to assist in
several projects to improve the quality of EPSDT services. TCAAP pediatricians
have reviewed the EPSDT screening video for primary care providers, reviewed
plans for the web-based educational program, and conducted two sessions in
Middle Tennessee with pediatricians regarding EPSDT and the medical home



concept. The pediatricians are providing their expertise on a volunteer basis; the
funds in the contract are earmarked for staff support and incidental expenses.

Provision of updated lists of specialists to PCPs (Paragraph 62)

The Office of Contract Development and Compliance at TennCare monitored the
MCOs’ provision of updated lists of specialists to PCPs on a quarterly basis.

Provision of mental health case management services to children leaving
psychiatric hospitals and residential treatment facilities (Paragraph 71)

The Quality Oversight unit continued to monitor the provision of mental health
case management services to children leaving psychiatric hospitals and residential
treatment facilities. A sample of records is reviewed each month. As of February
2001, 97.68% of all children identified as Severely Emotionally Disturbed (SED)
or Seriously and/or Persistently Mentally 111 (SPMI) who were discharged from
psychiatric hospitals and psychiatnc residential treatment facihities were offered a
referral for mental health case management within the required timeframes;
87.5% recetved a face-to-face case management encounter within the required
timeframes.
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Progress on Coordination of Effort

Commissioners’ meetings (Paragraph 83)

A monthly interdepartmental meeting of Commissioners and/or their designees
has been instituted. The committee met in June and again in July, and included
representatives from Health, TDMHDD, DCS, Education, DHS, the Division of
Mental Retardation, and TennCare. To date, the group has used a case review
format to highlight issues where interdepartmental coordination is needed.

Statewide list of services (Paragraph 79)

The Bureau of TennCare updated its statewide list of services which was sent to
contractors in 1998. The new list was sent out on February 28, 2001.

Collaboration with other agencies (Paragraph 78)

During the report period, Dr. Faust participated in several regional Juvenile and
Family Court Judges Help 4 Kids programs designed to identify barriers and
solutions with respect to children’s access to care. He also worked with Family
Voices tor Children in obtaining a CATCH (Community Access to Children’s
Health) grant through the American Academy of Pediatrics. This grant will
provide support for a medical home planning project in Tennessce.

Dr.Joe McLaughlin worked with a number of state agencies, professional
organizations, and advocacy groups to assist in a conference on June 15, 2001,
entitled “From TennCare Policy to Programs: What is Working in Tennessee?”
The conference was organized by Debi Tate of the Vanderbilt Institute for Public
Policy Studies, Jennifer Carlat of the TennCare for Children Program, and Amy
Hoskins of the Early Child Health Outreach Program. The meeting was well
attended and provided many examples of good clinical and administrative
practices for serving TennCare children. Follow-up of the meeting 1s to include
on-line discussion groups to continue to work on outreach and education to
parents regarding EPSDT, integration of health and mental health services,
outreach to non-English speaking populations, and increasing health and mental
health services in school settings.

One of the items produced for the conference by Dr. McLaughlin was a brief
video illustrating the importance of TennCare in providing services for several
special needs children.

Another activity of Dr. McLaughlin during the report period was presentation of
information on the EPSDT Screening Guidelines Committee recommendations

B T——




and information on the Children’s Health Initiative to the leadership meeting of
the Tennessee Chapter of the American Academy of Pediatrics on May 5, 2001
The presentation was followed by detailed discussion with TCAAP leadership
regarding collaboration with state agencies to improve EPSDT services.

Dr. McLaughlin is also chairing the newly established TennCare and Children
Workgroup, which consists of representatives of advocacy groups, the TennCare
Bureau, and other state agencies who come together for the purpose of
collaborating on the identification and resolution of systemic problems in the
provision of EPSDT services.

EPSDT Coordinators’ meetings

Two EPSDT Coordinators’ meetings were held during the report period. These
meetings focused primarily on outreach and increasing screening visits.
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INTERAGENCY AGREEMENT
AMONG
THE STATE OF TENNESSEE,
DEPARTMENT OF FINANCE AND ADMINISTRATION, BUREAU OF TENNCARE,

DEPARTMENT OF HEALTH, BUREAU OF HEALTH SERVICES ADMINISTRATION, DEPARTMENT OF
CHILDREN’S SERVICES, DEPARTMENT OF FINANCE AND ADMINISTRATION, DIVISION OF MENTAL
RETARDATION SERVICES, DEPARTMENT OF MENTAL HEALTH AND DEVELOPMENTAL
DISABILITIES

AND

DEPARTMENT OF FINANCE AND ADMINISTRATION, OFFICE OF HEALTH SERVICES, CHILDREN’S
HEALTH INITIATIVE

This Agreement, by and between the state of Tennessee, Department of Finance and Administration,
Bureau of TennCare (hereinafter referred to as “TennCare”), the Department of Health, Bureau of Health
Services Administration (hereinafter referred to as “HSAT|, the Department of Children’s Services
[hereinafter referred to as “DCS”|, the Division of Mental Retardation Services [hereinafter referred to as
“DMRS7], the Department of Mental Health and Developmental Disabilities [hereinafter referred to as
“DMHDD"] and the Department of Finance and Administration, Office of Health Services, Children’s
Health Initiative(hereinafter referred to as “CHI"] 1s for the provision for the establishment of a dispute
resolution process for CHI in unresolved cases of an Interagency nature relating to health care services for
children and to provide oversight of compliance with John B. v. Menke, No.3-98-0168 (M.D. Tenn., March
11, 1998).

WHEREAS, TennCare is the single State agency for the administration of medical assistance services,
including the TennCare Program and long term care services, in the state of Tennessee, in accordance
with Title XIX of the Social Security Act, which is managed through TennCare, as provided at T.C.A. §71-
S5-104; and

WHEREAS, Tenncare, HSA, DCS, DMRS and DMHDD agree that this InterAgency Agreement does not
constitute any delegation of their respective statutorily-denived policy and decision making authority; and

WHEREAS, All Parties agree that this Interagency Agreement does not constitute any delegation by
TennCare of Medicaid policy and decision making authority; and

WHEREAS, HSA is the State Title V agency; and

WHEREAS, HSA directly, or through contractual arrangements, provides public health services through
local health departments in all 95 counties in Tennessee; and

WHEREAS, DCS is the State agency which provides services [or children in or at risk of state custody so
that these children can reach their full potential as productive, competent and healthy adults. DCS
provides services to those children who are unruly, delinquent, dependent and neglected, or as otherwise
required by State law; and

WHEREAS, DCS is the single State agency for the administration of the Title [V-B Child Welfare Services
Program (42 U.S.C. 620} and the Title [V-E Foster Care and Adoption Assistance Program (42 U.S.C. 670)
established pursuant to the Social Security Act, or any successor entitlements, through the DCS Division
of Child & Family Management, as provided at T.C.A §37-5-106(12); and
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WHEREAS, DMRS 15 the lead Agency for the administration of the Home and Community Based Waivers
for persons with mental retardation. DMRS provides support and services to persons with mental
retardation and their families.

WHEREAS, DMHDD is the State Agency responsible for administering and overseeing the mental health
and substance abuse components of the TennCare program.

WHEREAS, the Governor has established an Office of Health Services to coordinate health services among
agencies; and

WHEREAS, a special unit called the Children’s Health Initiative (CHI) has been established within the
Office of Health Services to coordinate and facilitate “health services to children”, which as it pertains to
this agreement, shall include medical, mental health, dental, mental retardation/developmental
disabilities services and substance abuse services. The term “child” or “children” shall refer to a person
under the age of 21; and

WHEREAS, CHI acts as a liaison with TennCare, HSA, DCS, DMRS and DMHDD, to develop and to
monitor Interagency Agreements and Memorandums of Understanding for child health and child mental
health services, to resolve issues and interagency disputes, to develop and to facilitate coordination and
communication among the agencies, and to provide oversight of compliance with John B. v. Menke; and

WHEREAS, TennCare, HSA, DCS, DMRS, DMHDD and CHI have a common interest in fulfilling the
requirements of Paragraph eighty three of the Consent Decree for Medicaid-Based Early and Periodic
Screening, Diagnosis and Treatment Services, hereinafter referred to as “EPSDT”, entered by the Court in
the matter of John B. v. Menke, specifically the requirement for dispute resolution; and

WHEREAS, TennCare, HSA, DCS, DMRS, DMHDD and CHI have a common interest in assurning that
their eligible enrollces and clients gain access to health services to children; and

WHEREAS, TennCare, HSA, DCS, DMRS, DMHDD and CHI have a common interest in assuring
compliance with EPSDT, 42 CFR Section 441, Subpart B, and the Omnibus Budget Reconciliation Act of
1989; and

WHEREAS, TennCare, HSA, DCS, DMRS, DMHDD and CHI mutually recognize the desirability of
assisting cligible children served by the Contractor in accessing health services to children; and

WHEREAS, TennCare, HSA, DCS, DMRS, DMHDD and CHI mutually recognize that coordination between
them will serve the best interest of the State.

NOW, THEREFORE, in consideration of the mutual promises contained herein, the parties do hereby
enter into this Agreement according to the provisions set forth herein.

A SCOPE OF SERVICES
Al TennCare, DCS, HSA, DMRS, and DMHDD agree to the dispute resolution, monitoring
and tracking processes provided herein.

A2, CHI agrees that the following are its responsibilitics and obligations under this
agreement:

A.2.a. Development of policy relating to health services to children.
A.2.b.  Act as liaison between the parties to this agreement.

A.2.c. Develop and monitor Interagency Agreements and Memorandums of
Understanding.
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A.2.d. Actas a final Arbiter to resolve issues and interagency disputes involving health
services to children.

A.2.e. Facilitate coordination and communication among the parties to this agreement.

A.2.f.  Prowvide oversight for compliance with John B. v. Menke.

REVIEW PROVISION

B.1.

B.2.

Parties to this Agreement shall meet on a regularly scheduled basis at the
Commissioners’ EPSDT Meecting to review the performnance of the activities under this
Agreement.

Technical assistance and consultation may be requested of CHI as needed by the parties
to this agreement.

DISPUTE RESOLUTION

C.1

&
ro

C.3.

When there is a dispute among the agencies named herein relating to the provision of
health services to children, there will be a referral to CHI for resolution of any dispute
which is otherwise not resolvable between the parties.

When an interagency dispute 1s not otherwise resolvable, CHI shall issue a Mandate to
TennCare, HSA, DCS, DMRS or DMHDD requiring specific action.

If the Mandate is not complied with, a Finding of Non Compliance shall be conveyed
through the Deputy to the Governor for Health Policy to the Governor.

MONITORING AND TRACKING

Monitoring. For purposes of monitoring under the Agreement, TennCare, HSA, DCS,
DMRS and DMHDD shall cooperate and make available to CHI all information relating to
obligations under this Agreement.

Tracking. CHI shall track deadlines and obligations of the parties to this agreement
in an effort to assure compliance under John B. This agreement does not abrogate or
diminish the duties and obligations of the contracting parties and their staff.

AGREEMENT TERM

Agreement Term. This Agreement shall be effective for the period commencing on
August I, 2001, and ending on July 31, 2006. It is expressly understood and agreed that
the obligations set forth in this section shall survive the termination of this Agreement
and/or departmental reorganizaton.

SPECIAL TERMS AND CONDITIONS

F.1.

Communications and Contracts. All instructions, notices, consents, demands, or
other communications required or contemplated by this Agreement shall be in writing
and shall be made by facsimile transmission, by overnight courier service, or by first
class mail, postage prepaid, addressed to the respective party at the appropriate facsimile
number or address as set forth below or to such other party, facsimile number, or
address or may be hereafter specified by written notice.




F.3.

TennCare: Coordinator: Susie Baird
72G Church Street
Nashwville, TN 37243
Facsimile: (615) 741-0882

DCS: Coordinator: MaryBeth Franklyn
436 6th Avenue North
7th Floor, Cordell Hull Building
Nashwille, TN 37243
Facsimile: (615) 532-3586

HSA: Coordinator: Dr. Wendy Long
Cordell Hull Building, Fourth Floor North
425 5% Avenue North
Nashuville, Tennessee 37247
Facsimile: (615) 532-2286

DMRS: Coordinator: Kathy Dungan
Cordell Hull Building, Fifth Floor North
425 5th Avenue North
Nashville, Tennessee 37243
Facsimile: (615) 532-9940

DMHDD: Coordinator: Sherry Harrison
Cordell Hull Building, 3¢ Floor
425 5 Avenue North
Nashwille, Tennessece 37243
Facsimile: (615) 253-3187

CHI: Coordinator: Dr. F. Joseph McLaughlin
706 Church Street
Sth Floor, Doctor’s Building
Nashville, Tennessee 37243
Facsimile: (615) 532-1383

The Coordinators are designated for issues arising in the daily implementation of this
[nteragency Agreement. Such designation may be changed during the period of this
Agreement only by written notice. The designated Coordinator shall be authorized to
represent his/her agency/entity with respect to all matters relating to the implementation
of this Agreement. The Coordinator shall not be empowered to amend this Agreement.

Instructions, notices, consents, demands, or other communications shall be considered
effectively provided as of the day of delivery; as of the date specified for overnight courier
service delivery; as of three (3) business days after the date of mailing; or on the day that
the facsimile transmission is received mechanically by the telefax machine at the
receiving location and receipt is confirmed telephonically by the sender if prior to 4:30
p.m. CST. Any communication by facsimile transmission shall also be sent by messenger
service or United States mail on the same date of the facsimile transmission.

Modification and Amendment. This agreement may be modified only by a written amendment
executed by all parties hereto.

Confidentiality of Records. Strict standards of confidentiality of records including, but

not limited to, patient medical records and other similar records shall be maintained in
accordance with the state and Federal law, including Federal confidentiality standards found at
42 CFR 431.300-307. All materials and information provided to or by the parties to this
Agreement, whether oral, written, magnetic tape, cards, or otherwise, shall be regarded as
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confidential information in accordance applicable law and ethical standards. Such confidential
information shall not be disclosed, and all necessary steps shall be taken by the parties to
safeguard the confidentiality of such materials or information in conformance with applicable law
and ethical standards.

The parties will be deemed to have satisfied their obligations under this section by exercising the
same level of care to preserve the confidentiality of information as they exercise to protect their
own confidential information so long as such standard of care does not violate the applicable
provisions of the first paragraph of this section.

The parties’ obligations under this section do not apply to the following: information in the public
domain; information entering the public domain, but not due to a breach by the applicable party;
information previously possessed by the applicable party without written obligations from the
other party to protect it; information acquired by the party without written restrictions against
disclosure from a third party which, to the party’s knowledge, is free to disclose the information;
information independently developed by the party without the use of the other party’s
information; or, information disclosed by the party to others without restriction against
disclosure.
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IN WITNESS WHEREOF, the parues have by their duly authorized representative set forth their
signatures.

DEPARTMENT OF CHILDREN'S SERVICES /

Date George W Hattaway, Commissioner

DEPARTMENT OF MENTAL HEALTH
AND DEVELOPMENTAL DISABILITIES

7/&7/6/ éQé;JLQE 424LW9MJ

Date Elisabeth Rukeyser, Commissionef

DEPARTMENT OF HEALTH

7/2 7/”/ ////;

Date S Fr

edia S. Wadléy, M.D., Comumissioner

DEPARTMENT OF FINANCE AND ADMINISTRATION

W\QW\M O L e ﬂ\ﬂ"Q’Yf

Date C. Warren Neel, Ph.D.

BUREAU OF TENNCARE

7ﬁ701

Date 4 Mark E. Reynold'; eputy Commissioner

7~

Dl\@ION OF MENTAL RETARDATION

[21/of ZCMA%QA /

Date Barbara Brent, Dcputy 1ssioner
OFFICE OF HEALTH SERVICES

/27/0 ///
Date { John Tighe, D¢ : missioner
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Attachment B

“Dear State Medicaid Director” Letter



DEPARTMENT OF HEALTH & HUMAN SERVICES

Health Care Financing Administration
Center for Medicaid and Scate Operations
7500 Security Boulevard

- Baltimore, MD 212441850

SMDL #01-912
January 19,2001

Dear State Medicaid Director:

This letter encloses revised Federal review cutena for children with special health care needs
(CSHCN) who are mandatorily enrolled in Medicaid managed care programs. The goal of the
revised review entena 1s to provide the necessary assurances that CSHCN benefit from approprate
sateguards in Medicaid waiver and demounstration programs. These revised criteria build upon the
“Draft Intenim Review Criteria (DIRC) for Special Needs Children” that was released on

June 4, 1999,

Section 1915(b)(1) of the Social Sccurity Act requires that programs that watve freedom-of-choice of
provider must “not substantially impair access to services of adequate quality when medically
necessary.” These revised critena represent HCFA's articulation of the safeguards necessary to
ensure that access to needed services 15 not impatred for this vulnerable population within u
mandatory managed care environment. As such, these revised criteria — as with the DIRC - will
apply to:

¢ Existing section [915(b) waiver programs upon next renewal;

o Existing section 1915(b) warver proprams upon modifications that mandatorily move
benefictaries that were in fee-for-service Medicaid into capitated MCOs:

+  New section 1915(b) waiver program or new section 1115 demonstrations:

* Section 15 demonstrations upon the end of a 3-year extension peniod authorized by section
4757 of the Balanced Budget Act of {997; and

«  Section 1115 demonstrations otherwise extended (“non-section 4757,

In all these wistances, the criteria apply to managed care programs in which Medicaid beneficiarics
are mandatorily enrolled (or default-enrolled) into capitated Managed Care Organizations
(MCOs)/Prepaid Health Plans (PHPs). In States operating mixed-model MCO/PHP and Primary
Care Case Management programs, the revised criteria must be addressed for the MCO/PHP
component only.

Upon the release of the DIRC, we informed States and other stakeholders that the revised document
would be informed by the results of a series of case studies conducted by the Natianal Academy of

State Health Policy. our expenence working with States using the draft document, and comments
from interested partiecs. That work has now been completed; thus the attached révised document

reflects the wput of States, advocates, providers, and MCOs. The revised document 15 also

consistent with the requirements addressing populations with special health care necds in the quality
provisions (subpart D) of the Final Medicaid Managed Care Rule. released pursuant to the Balanced
Budyet Act of 1997, The Final Medicaid Managed Care Rule outlines the State’s responsibilities for
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Page 2 - State Medicaid Director

its overall quality strategy for all managed care enrollees and the State’s responsibility (o address the
quality and appropriatencss of carc delivered to enrollees with special health care needs,

We will soon be working to incorporate this revised docurnent ito a new addendum to Section F of
the section 1915(b) Waiver Pre-Print, replacing the addendum that currently incorporates the DIRC.
Use of the Pre-Print itself remains optional; however, each iter in the addendum must be fully
addressed in order to obtain HCFA approval to mandatorily earoll beneficiaries into MCOs/PHPs

under the circumstances described above.

Throughout this process, HCFA has lcamned a great deal about State efforts already in place to ensure
that CSHCN reccive the Medicaid services to which they are eatitled. We look forward to thesc
revised criteria further demonstrating States’ and HCFA’s commitment to this population.

Thank you for your past efforts in applying the DIRC and for your attention to the revised criteria. If
you or your staff have any comments or questions, pleasc contact Clarke Cagey of my stafT on (410)

786-7700 or ccagey{@hcfa gov.

Sincere

S

Timothy M. Westmoreland
Director

Enclosure

CC:
HCFA Regional Administrators

HCFA Associate Regional Administrators
For Medicaid and State Operations

Lee Partnidge
Director, Health Policy Unit
Amencan Public Human Services Association

Joy Wilson
Director, Health Committee
National Conference of State Legislatures

Matt Salo
Director of Health Legmslation
National Governors' Association
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Review Criteria for Certain Childrea with Special Health Care Needs
in Mandatory Capitated Managed Care Programs
December 2000

and that of its contracting
y be helpful to States which are

Public Process

¢ The State has in place a public process for the iavolvement of relevant parties (e.g | advocates,
praviders, families, caregivers, consumer groups, State agencies, MCOY/PHPs) that treat or ;
otherwise serve children with special health care needs. The State secks the participation of '
these parties during the development and ongoing operation of the managed care program, |

* The State assurcs that MCOy/PHPs have a process to seek input from these same

groups on
relevant operational and monitoring issues on a repular basis

Definition of Children with Special Health Care Needs

¢ Using health status/functioning or a categorical basis, the State hag developed a definition or
definitions of children with special health care necds At a minimum, the State’s definition

must include the following five subsets (inasmuch as such groups are enrolled in a mandatory
capitated managed care program).'

Medicaid-ligible children under age 19 who are-

Blind/Disabled Children and Related Populations (eligible for SSI under title XVT); ' ;
Eligible under section 1902(e)3) of the Social Security Act:?
In foster care or other out-of-home placcment:

Receiving foster care or adoption assistance:
Recetving services through a family-centered, community-based coordinated care

system that receives grant funds under section S01(a)(1 (D) of title V. as defined
by the State in terms of either program participant or special health care needs ’

.LJ\‘&’-‘)[\J"‘—'

Ideatification and Eanrollment




To ensure that the safeguards in this document are applied, the State identifies and/or requires
MCOSs/PHPs to identify children with special health care needs oace they are enrolled in an

MCO/PHP. The State indicates which entity is to determine if a child is identified as having a
special health care need * -

For foster-care children only, the Smte describes the enrollment provisions that address the
broader, unique issucs occurring because of out-of-home, out-of-geographic area placement.

The State explains the processes it has for identifying any child in one of the five groups
described in the Definition section, including: relevant information on screcning tools;
linkages with other State agencies (e.g., Child Protective Services and Title V): Medicaid
claims data, new member outreach; and client surveys

The State performs outreach activities that are targeted specifically to reach children with
special health care needs and their families, caregivers, providers, and other interested parties
regarding the managed care program

The State ensures that enrollment counselors have information and training to assist children
with special health care needs in sclecting appropriate MCQs/PHPs and providers based on
their medical needs, including information on how to access up-to-date provider listings. The
State articulates the processes it has in place to facilitate interaction between families and
enrollment selection counselors. '

Auto-assignuent processes assign children with special health care needs to an MCO/PHP
that includes thetr current primary care provider and/or specialists or to an MCO/PHP that ig

capable of providing a medical home °

A child with special health care needs can disenroll into fee-for-service or transfer enrollment
into another MCO/PHP for good cause or without cause. The State describes the process for
disenrollment or transfer under these circumstances. The State ensures that such
disenrollment information is appropriately factored into its quality assurance efforts.

[fan MCO/PHP requests to disenroll or transfer encollment of an earoliee to another plan, the
reasons for reassignment are not discriminatory in any way — including adverse change in an
enrollee’s health status and nen-compliant behavior of individuals with mental bealth and
substance abusc diagnoses — against the enrollec. The State describes the corrective action
that would take place in instances of any discrimination.

The State has processes in place for children with speaial health care needs who have lost and
then regained Medicaid eligibility ta re-enroll, if desired, with their most recent MCO/PHP

Provider and Specialist Capacity
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¢ The State consuhs with its Title V agency to determine how “experienced provider” will be
interpreted.

* The State ensures that the MCO<PHPs i a geographic area have sufficient experienced
providers with the ability to meet the unique needs of children with special health care needs
(e g.. pamary care, specialists, ancillary therapists, hospitals, and mental health providers).

» The State describes how it monitors access to experienced providers, including those who
provide specialty care to chuldren.

 The State requires particular specialist types to be included in the MCO/PHP network, taking
into account the necessity of including pediatric subspecialties to provide care for children
with special health care needs. [f necessary primary or specialty care cannot be provided
within the network, arrangements are made for enrollees to access these providers (for
Medicaid services covered by the contract).

» The State has provisions in MCOs'/PHPs' contracts that allow children with special needs

who use specialists frequently for their health care to be allowed to mantan these types of

specialists as PCPs or be allowed direct access /standing referral to specialists for the needed
6

care.

* The State describes how it monitors to ensure access to specialty medical equipment and
supplies that may be required by children with special health care needs. The State describes
how it resolves situations in which there are disputes regarding supplies and equipment.

Coordination

* Ihe State requires & tmely and comprehensive assessment of each child's health care needs
and implementation of 2 (reatment plan based on that assesstaent, for any of the five subsets of
children described above The State describes the process for ensuring that children receive
these assessments, which include face-to-face physical examinations of children with special
health care needs by MCO/PHP providers.

* The State provides or requires the MCQs/PHPs (o provide case management or care
coordination services to children with special health care needs. The State identifies what
entity is held accountable for providing these services.

¢ The State has a process for coordination with other systems of care that receive Federal
funding (for example, Medicare, HRSA Title V grants, Ryan White CARE Act, SAMHSA
Mental Heslth and Substance Abuse Block Grant Funds) and other State and local funding
sources (state education agency, child welfare/other social services, Part C léad agency)

* The State requires the MCOs/PHPs to coordinate health care services for children with special
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health carc needs with the services of other agencies (e g | mental health and substance abuse
public health department, transportation, home and community based care, developmental )
disabilites, Title V, local schools, IDEA programs, and child welfare), and with familics,
caregivers, and advocates. b

Quality of Care

o The State has specific performance measures for children with special health care needs (for

example, Consumer Assessment of Health Plans [CAHPS] for children with special health
care needs; Health Employer Data Information Set {HEDIS] measures stratified by children
with special health care needs, etc )’

» The State has specific performance improvement projects that address issues for children with

special health care needs.

Other Policy Guidance

= To the extent appropriate, the State hus adequately addressed any policy guidance that HCFA

has issued (o date relevant o children with special health care needs.

Pzyment Methodalogy

The State develops a payment methodology tha: accounts for children with special health care
needs enrolled a capitated managed care

The State provides information on any future plans it may have to institute additional risk
adjustment for children with special health care needs, including mntentions to work with other
appropriate State agencies to develop such risk adjustment methodologies.

Plan Monitoring

The State has tn place a process for monutoring children with special health care needs
enrolled in MCOs/PHPs for access to services (including EPSDT and also “day-to-day”
services such as wheelchairs, in-home therapy, and other supplies), quality of care,
coordination of care, and enrollee satisfaction

The State has standards or efforts in place regarding MCOs'/PHPs' compliance with ADA
access requirements for enrollees with physical disabilities

The State’s MCO/PHP contracts specify what constitute medically necessary services for
children with special health care needs, and it makes these specifications available to families
and advocates The State’s specifications address the extent to which the MCO/PHP is
responsible for covenng services related to a child’s ability to achicve age-appropriate growth
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and development Also, the specifications allow approval/authorization of services in a timely
fashion

¢+ The State monitors MCOs/PHPs service authorization policies to ensure that the criteria are

consistent with the medical necessity contract specifications and any practice guidelines
adopted by the MCO/PHP that are relevant (o children with special health care needs.

ENDNOTES (REFERENCES AND RESOURCES FOR REVIEW CRITERIA)
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" In the Balanced Budgct Act of 1997 (BBA), Congress identified ticse five groups of chuldren as ones to be
excluded from mandatory encollment m managed care under the BBA's state plan amendment process,
although it continued to permut their enroliment through watver or demonstration authonty  States should be
aware that the BBA “definition” docs not include all children who may have a special health care need In
developing a definition, States should consult with appropriate stakcholders, end may wanl to consider the
following definition, which has been endorsed by the Health Resources and Services Administration, DHHS.
the American Academy of Pediatrics, and the Association of Maternal & Child Health Programs:

“Children with special health care needs are those who have a chronic physical developmental.
behavioral, or emotional condition and who also require health and relaced services of a tvpe ar amount
beyond that required hy children generally

* Children who are cligible tor Medicaid under 1902 (eX3) are an optional Medicaid ehigibility group (also
known as “Kauc Becked” children) who require a level of care provided i institutions but reside in the
community. States that do oot include this optional category may cover sumilar children under a home and
community-based waiver. As Congress spoke only to those children chgible through 1902(c)(3) in the BBA,
these criteria only apply to such childien when the optional cligibility catcgory is used.

' Tide V of the Social Seawrity Aat provides forimula block grants w0 39 States and temtones o develop
scrviee systems for womken and chuldren. A mimmum of 30 pereent of the block grant funds must be used Lo
"provide and promote family centered, coordinated care for children with specal health care needs and to
fucilitate the development of communuty-based systems for such chiddren and their families” State Titde V
CSHCN programs usc a beoad range of activitics to carty out this responsibility and mect the needs of
CSHCN wi thewr state. These actuvitics clude. ducel scrvice proviman of medical, specialty services and
cnabling services such as case menagement,. consultative seovices concerning the care of CSHCN . health care
rmanagement activities at both the mdividual and systems level and managing resources, ncluding
acpotiating and remnbursing providers toc specific services and benefits States should take into
consideration that the group of Title V children 1n the “BBA defimtion” must be elimble for Medicaid

* The dentification of chuddren with spectal bealth care nesds 15 an ongoing, process and serves many purposcs
meluding enrobling cheldren i the approprate MCO, asseusing ther health care needs and assigmng them (o
the approprate pamary care provider, and manitonng quality of care. There are efforts underway to develop
cthicient tools and strategres for wdentifying and momtoning children with special health care needs One
stratexy 15 the use of “Living with Ulness Sereening Tool™ which was developed by the Foundation (or
Accountability (FACCT), Chid and Adolescont Health Mcasurcment [nitative (CAHMI) (For addiuomnal
information, contact www facet oy ) Another tool 1s the QuICCC (Questonnare for [dentufying Chuldren
with Chronic Conditions), which contans 39 questions for the faruly o care giver (or the [9-question
version of this instrument, called QuliCCC-R) (For additional information. see R.E Sten et al. “The
Questionnare for ldentifyig Children with Chrome Conditions A Measure Based on a Noncategoncal
Approach”. Pediatnes. (Apal 1997) pp 513-521) An additonal strategy 15 using Clinical Risk (roups
(CRGs), a classificat:on system developad by the National Association of Chuldren's Hosprtal and Related
lnstututions (INACHRI) in conjunction with M (see Muldoon. J,Neft J. Cav J, (1997 Proﬂ[ing Heald
Serviee Needs of Populations using Diagnosis Based Classification Svstem, Journal of Ambulatory Care
Management 20 1-18. These strategies can be supplemented by using administrative data bases (c g cost
and utthzation aata {CD-9 and othar diapnostic coxding) and aid code analvsis to identify children with special

. iy
tealt: care nends
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* The pediatie standard for care for cluldren with special health care aceds 1s that of a “medical home™ A
medical home is an approach o providing care that is accessible, family centered, comprehensive,
continuous, coordinaled, compassioaate and culturally competemt For further information, see the American
Academy for Pediatrics, Managed Care and Children with Special Needs: Medical Horne Checklist;
WwWw.aap.gi g[advgxmv/ggfhgmgimnmr@ﬂg_(g)e_cklm htm) Faruilics and caregivers of children with
special health care needs should be allowed to choose as a medical home cither a primary care provider or g
specialist with the capacity and expertise to provide primary care services to such children,

* State officials may want to review the techmical assistance document "Optional Purchasing Specifications:
Medicaid Managed Care for Children with Special Health Care Needs to develop contract provisions on
behal( of these children. These specifications provide illustrative languapc on covered benefite and delivery
of services to children with special health care needs. The specifications were prepared by George
Washington University Center for Health Services Research and Policy (CHSRP) with funding from the
Health Resources and Sarvices Admunistration (HRSA) and the Mach of Dimes Birth Defects Foundation, 1n
collaboration with the Health Carc Financing Adnunistration (HCFA), the Substance Abuse and Mcatal
Health Services Administration (SAMSHA) and the Department of Education (DOE). They were reviewsd
through a series of vetting meetings involving Statc Modicaid and public health officials, health care
providers, managed care organization representatives, consumers and other outside experts  The
specifications can be found at the following websitc: www. gwu edw/~chsrp

"Title V 8EENCICS can assist wn momtoring the quality of care for CSCCN Therefore, we recornmend that (e
Single State Agency responsible for admistening Medicaid contact the Tide V agEncy o coordinate
performance measures foe childian with special bealth care needs

[PRCv
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The Amended and Restated Contractor Risk Agreement that took effect July 1, 2001
includes several new requirements intended to enforce existing EPSDT screening
requirements and focus attention on increasing screening rates. Contractual requirements

that have been added since last July are described below. The same requirements exist in
the TennCare Select Agreement unless stated otherwise.

I

1)

Provider Education and Monttoring,

To support the accurate identification of EPSDT services, all MCOs must agree to
educate primary care providers to appropriately code EPSDT services, and
encourage them to submit the appropriate diagnosis codes when EPSDT services
are performed and billed with an evaluation and management procedure code.

The mntent of this provision is to ensure accurate identification of all FPSDT
screenings that have occurred. The HCFA 416 identifies evaluation and
management procedure codes as EPSDT only when used in conjunction with
evaluation and management diagnosis codes.

EPSDT Penalty/Award Program
Amended and Restated CRA

To encourage significant improvement in EPSDT screening rates, a financial
incentive equivalent to $0.32 per member per month (PMPM) will be patd tor the
achievement of four levels of performance.

Each MCO that improves its Adjusted Periodic Screening Percentage (APSP) by
10 percentage points will receive an incentive payment of $0.32 PMPM. In
addition, each MCO that achieves an APSP of at least 60 percent will receive an
incentive payment of $0.32 PMPM. A third and tourth payment can be eamed for
each additional ten (10) percentage point increase over 60 percent and up to 80
percent, the EPSDT benchmark level of performance.

The APSP is calculated by multiplying the EPSDT screening ratio, caleulated in
accordance with specifications for the HCFA-416 report, by the percentage of the
required seven (7) components of the EPSDT exam that are completed as
determined through a statistically valid sample of medical records of the MCO’s
enrollees. The medical record review is to be conducted by TENNCARE,

To discourage decreases in EPSDT screening rates, each MCO with an APSP [ess
than the minimum required rate will be required to pay a penalty. The minimum
required APSP for calendar year 2001 will be the average APSP for federal fiscal
year 2000. The minimum required rate will be revised annually by TENNCARE
to propel increases in screening rates from year to year. The penalty amount is
equal to 0.40% of the MCOQ’s capitation payments for the applicable |2-month
medsurement period.

Page |
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This penalty and award system differs slightly for MCOs that select the new risk-
sharing Option 2 being offered to all risk-MCOs as of July 1, 2001. Under this
option, the MCO agrees to place two percentage points of its capitation payment
at nisk based on its performance on ten performance indicators. One of these
indicators is EPSDT screening rates and the benchmark level of performance is
80%. Twenty percent of the two percentage points (or 0.40% of the capitation
payment — same as above) is at risk for EPSDT. A portion of the funds allocated
, to EPSDT can be earned after the CONTRACTOR demonstrates at least a 10
percentage point improvement in screening rates.

TennCare Select Agreement
l Since the administrator for TennCare Select is not at risk, the penalty and award
language related to EPSDT screening rates varies under the TennCare Select
Agreement include.

i To encourage significant improvement in  EPSDT screening  rates, the
1 CONTRACTOR may recommend a program designed to increase screening rates
‘ through the use of financial incentives. TennCare must approve the program
design and amount of any payments prior to distribution.

‘ There are also a number of performance guarantees in the Select Agreement
f related to EPSDT intended to encourage improvement in timeliness of EPSDT
screens and screening rates.

: Beginning September 1, 2001, the CONTRACTOR agrees to be bound by the
pertormance guarantees identified below. These measures are specific to children
In state custody.

I

a. Timeliness of Care for the Revised Remedial Plan

Initial EPSDT exams completed within 21 days of placement in custody, when the
following occurs: (1) timely notification of enrollment (within 48 hours), and (2)
DCS has scheduled appointment within three (3) days of placement in custody

] Pcn&ﬁy for Non- | $1000 per occurrence f
compliance:
Measurement: | DCS notification and encounter damj

b. EPSDT compliance rate for the Revised Remedial Plan




T

A 100% EPSDT screening compliance rate including all seven components,
unless reasons for missing components are appropnately documented

| Penalty for Non- | $500 per child with an incomplete or
compliance: missing EPSDT exam
LMeasurement: | Medical record review

General Population

The following performance guarantee applies to other children enrolied in
J TennCare Select. :

|
l | EPSDT |

Guarantee 10 percentage point improvement over
average MCO fiscal year 2000 APSP
screening rate for SSI children; and 10 ‘

‘ percentage point improvement over average !

‘ fiscal year 2000 APSP EPSDT screening ‘

rate for all other children (not applicable to

Revised Remedial Plan population).

The percentage of eligible children who

recerve complete EPSDT screens in a year.

This percentage is calculated by

multiplying (1) the annual percentage of

children who receive a screening by (2) the
percentage of the required seven

Definiton

|

components that are contained 1n a
statistically valid sample of EPSDT
screens. B
Penalty $10,000 tor each full percentage point
below the required increase.

\ Monttoring Tool Screening rate measured and reported
annually. Results of independent medical
chart review conducted by an entity
designated by the state applied to calculate
APSP. ]

3. Focused Study Requirement

Al MCOs are required to conduct a continuous evaluation and study of access to
EPSDT services for individuals less than twenty-one (21) years of age. A copy of
the study design must be submitted to TENNCARE for review and approval
within ninety (90) days of the effective date of the new Agreement.  The




l@@?%@wéwaa Summary.doc.

information provided through these studies will be used to identify Best Practices.

4. EPSDT Safetv-Net Providers

i
i
i
|
|
|

There are several new contract requirements related to provider network
composition that are intended to support access and availability of providers for
children. First, any MCO that has an adjusted periodic screening percentage of
less than eighty percent (80%) is required to contract with each Local Health
Department for the provision of EPSDT services in the community service area(s)
in which it is authorized to serve. Further, the contract stipulates a minimum
payment rate that must be paid to Health Departments for EPSDT services (85%
of 2001 Medicare, updated annually).

|

The MCO Agreement also states that the Local Health Department must agree to
submit encounter data timely to the MCO and that the MCO must agree to timely
process claims for payment and prohibits the MCO from requiring the Local
Health Department to obtain authorization to provide EPSDT services (The Local |
Health Department has the right to terminate an agreement for cause with thirty |
days advance notice). These provisions are intended to ensure receipt of data and j
minimize any barriers to timely provisions of services. y

The MCO Contractor Risk Agreement that was executed last July stated that
standards and measures for accessibility and availability would be added to the
revised Agreement.  The Restated and Amended CRA and TennCare Select
Agreement include Terms and Conditions for access and availability and these
have been supplemented by specifying minimum requirements for specialty
services. With respect to children’s services, the revised A greement requires that
each MCO have a contractual arrangement with at least one tertiary care center in
each Grand Region that 1s serves, for the following essential hospital services:
neonatal, perinatal, pediatric, trauma, and bum. Further, each MCO is required to
contract with all Centers of Excellence for children in, or at risk of state custody.

MCOs are also required to establish provider agreements with each of nine
physician specialists in specific areas of the state that were identified by TennCare
as major tocal points for the delivery ot specialty services.

Finally, TennCare Select 1s required to include in the Best Practice Network
pediatric sub-specialists in each of the five catchment areas in the state that
includes each type of pediatnc sub-specialist with admitting privileges at the
catchment area tertiary pediatric center.

[

—
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Contract Compliance Actions RE:
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Attachment E

Quarterly Outreach Reports
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Attachment F

DCS EPSDT Standards
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Subject: EPSDT Standards 20.7

State of Tennessee Department of Children's Services

Administrative Policies and Procedures: 20.7

Subject: Early Feriodic Screening Utagnosis and [reatment
(EPSDT) Standards
Local Policy: No
Supersedes: DCS 20.7, 10/01/98 Local Procedures: No
Training Required: No

Approved by: _/:((44/3 ﬂ}?’;;z?;:v/d/\?/ Effective date: 10/01/1998

e

¢/ Revision date:  04/01/2001

Application

To All Department of Children's Services Youth Development Centers, Community
Residential Facilities (Group Homes), Foster Care and DCS Contract Agencies
Employees

Authority:
y TCA §37-5-106

Policy

Each child/youth must receive required Early Periodic Screening Diagnosis, and
Treatment (EPSDT) screenings, within the time frame specified, while in state custody.
Every child/youth under the age of 21 is eligible for EPSDT screenings and must receive
periodic checkups, even if there is no apparent health problem.

Procedures

A. EPSDT definition 1. Early Periodic Screening Diagnosis, and Treatment (EPSDT
is a comprehensive physical, also referred to as a well-child
checkup. There are seven components of an EFSDT.

They include:

a) Comprehensive health and development histary;

o

Comprehensive unciothed physical exam;

O

Age-appropriate immunizations;

Q

)
)
) Age-appropriate lab tests;
)

e) Health education;

Index 2D77 Effective date: October 1, 1998 Page 10of 7
CS-0001 Revised date: April 1, 2001
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Susie Baird - 20-07 EPSDT Standards doc

Subject: EPSDT Standards 20.7

c)

Measurements

Index 20.7
CS-0001

! .

> s e

f) Vision screen, and

g) Hearing screen.

An EPSDT includes the services previously mentioned, as w
as necessary health care, diagnostic services, freatment,
and other measures to correct physical and mental
conditions discovered by the screening. There are three
types of EPSDT physicals:

Initial History and Physical, which is a physical for a chil
entering care within the time frame specified

Periodic Physicals is the regular routine SCreening servi
according teo the following schedule:

At birth 4 months 15 months
2-4 days6 months 18 months
1 month 9 months 24 months
2 months 12 months Yearly from 3-22 yrs.

Interperiodic Physical. When there is a medical concer
the child is not due for a periodic screening, an
appointment with the Primary Care Provider (PCP)
should be made so the situation can be assessed and
the appropriate referral given, i.e. vision, dental, flu,
infections, etc.

B. EPSDT An EPSDT includes the following physiological measurements:
Physiological 1

Height;
Weight;
Temperature/pulse/respirations:
Blood pressure;

Vision screening, and

Audiometric screening.

Effective date: October 1, 1998 Page 2 of 7
Revised date: Apnl 1, 2001
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i

Subject: EPSDT Standards

20.7

C. EPSDT laboratory  An EPSDT must incluce the following laboratory screening
tests when determined as needed by the clinical practitioner.
YDCs and Community Residential Facilities must ensure that
youth have the procedures listed below:

1.
1.

screenings

D. Tuberculosis test

E. Physical
examination

Index 20.7
CS-0001

—

No o 2

The EPSDT must include a diagnostic test for tuberculosis.

1.

Dipstick urinalysis;

Serology for syphilis;

Culture for gonorrhea;

PAP smear;

Pregnancy test;

CBC (Complete Blood Count), and

Total cholesterol check.

The clinical practitioner must review the resuits of the health
history, physiological measurements, and laboratory and
diagnostic tests and must perform a physical examination
and record the results on the specified form.

Additional diagnostic procedures or consultations may be
ordered at this time, based on identified problems or

individual risk factors.

In conjunction with the physical examination, the medical
practitioner must perform a breast exam on all female

youth when appiicable.

Effective date: October 1, 1998
Revised date: April 1, 2001

b

Page 3 of 7
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i Subject: EPSDT Standards 20.7
l F. Specified time 1. Youth Development Centers: Health care personnel in the
frame for EPSDT youth development center clinic shall complete a
to be completed comprehensive health history and physical examination
l during the intake/classification process on each youth
‘ within seven (7) calendar days after the arrival at the

facility. The clinical practitioner must record the results of

‘ the screening on the EPSDT form. Annual EPSDT

l physicals must follow the periodic physical routine
schedule.

2. DCS Community Residential Program: The community

l residential program staff must have made an appointment
for a health history and physical examination for the child
within fourteen (14) days after the arrival at the facility. If
the child is entering the group home from a youth
development center and the child has received an EPSDT
screen within the last six (6) months, the screening will be
considered current. The next screening will be due the

I next annual date. The community residential program staff

” must also obtain the following medical records on the youth

! from the youth development center:
l Initial screening;
T Social history if applicable, and
Past medical records including past psychologicals, if available.
l_ a) Information to accompany youth to initial epsdt
screening:
l + Insurance or TennCare information;
¢ Immunization record;

+ Explanation of the medical problem to be
addressed, and

¢+ Release of information and custody order should
accompany the child.

b) In addition, the following should accompany the chiid
available:

+ Initial health questionnaire;

+ Social history;

¢ Past medical records including past psychological
¢ Short Form Assessment for children over five (5);

¢ An explanation of the current medical problem an
any pertinent medical information that pertains to
the problen,

+ PEDS response form, and
¢ Pediatric Symptom Checklist (PSC).

c) Staff or contractor to accompany child to initial EPSD
screening: The case manager must accompany the
youth: the biological parent may accompany if
appropriate.

a) Staff or contractor to accompany child on follow up
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I

Subject: EPSDT Standards 20.7
G. Children with 1. The case manager must inform the Regional Health Advoca
presenting Unit Nurse regarding children entering into state custody
illnesses or who present complex medical conditions. The Regional
symptoms Health Advocacy Unit nurse will provide assistance and/or

consultation regarding provision of medical services. If the
nurse feels there is a need to see a doctor, the case
manager must make an urgent doctor’s appointment, which
must be scheduled within 48 hours. Emergency services
should be accessed as needed. CPS investigators should
follow standard protocols and access services as needed.

2. Careful attention should be made to children entering custod
on medications, particularly psychotropic medications. If
there are any questions pertaining to the child’'s
medications, the case manager will contact the Regional
Health Advocacy Unit Nurse for consultation.

H. Permanency plan  EPSDT screenings must be incorporated into the Permanency
Plan process and must be included in the initial and ongoing
treatment plans.

I. Documentation 1. Appropriate staff at youth development centers and commun
residential facilities must ensure that all components of
Sections B, C, D and E are documented in the youth's case
file and TN Kids.

2 Case managers responsibie for youth and children in DCS
foster care or contract agencies, must ensure that EPSDT
and laboratory screenings are appropriately documented in
case recordings and TN Kids.

Forms/Templates

The forms to be used are in the process of being approved through TennCare and DCS.

Collateral Documents

None

Standards

3JTS-4C-25
3JTS5-4C-23
3-JCRF-4C-25

Index 20.7 Effective date: October 1, 1998 Page Sof 7
CS-0001 Revised date: Apni 1, 2001
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Subject: EPSDT Standards 20.7
Glossary

[ Term Definition

| Clinical Physician, physician's assistant, nurse or nurse practitioner.
Practitioner

;

|

|

L

|

Index 20.7 Effective date: October 1, 1998 Page 6 of 7
CS-0001 Revised date: April 1, 2001
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Attachment G
EPSDT Documentation Pilot Study
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Attachment H

Draft Best Practice Guidelines for
Physical Health Services
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BlucCross BlueShield
@ of Tennessce

An independent Lcenser of the BiueCross BlueShiek] Assacaton

To: Billy Arant, Jr., MD From:
Jacqueline Shaw, MD

CC: Larry Faust, MD Dept:

Floor/Phone:

Date:

Subject: BPN Medical Guidelines - Draft

David Moroney, MD%

Regional Medical Director
Health Care Services
3G6/755-6346

July 13, 2001

Memorandum

The BPN Provider Manual has been approved and will soon be distributed by BlueCross
BlueShield of Tennessee (BCBST). The enclosed draft of the BPN Medical Guidelines has been

revised to be consistent with the information in the BPN Provider Manual.

Please review and forward comments or questions to Larry Faust. My understanding is that the
BPN Medical Guidelines are to be considered {or approval at the next meeting of the Steening

Panel.

cﬁ?

Lisa Turner  733-6367
Assistant. to:
David Moroney, MD
Robert Giles, Jr., PharmD

R




.Bes't Practice Network (BPN) Guidelines

The Best Practice Network (BPN) is a sub-network of TennCare®" Select; the State of
Tennessee's self-insured TennCare®™ Health Maintenance Organization.

This special sub-network was created by the state for a select population of children who
are in state custody or at risk of entering state custody. Itis composed of Primary Care
Practitioners (PCPs), Dentists and Behavioral Health Providers who have agreed to serve
the health care needs of this unique population and to fulfill special roles and
responsibilities associated with the management of these chiidren.

These guidelines focus on Medical Home, Chaperones, Confidentiality, Medical Records,

EPSDT, Mental Health Screening, and School Issues, and are intended to help Best

Practice Network Practitioners provide these children with the health care services they :
need.

Practitioners in the Best Practice Network are expected to follow general practice
guidelines and policies of recognized professional organizations such as The American
Academy of Pediatrics and the National institutes of Health. However, it is recognized that
special needs children often have complex medical, behavioral, and social problems that
require deviation from general guidelines.
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CAN

American Jﬁ:\\{[
Sl

ey

Academy of
Pediatrics

Policy Statement

, "'ULQ)’?I

Pediatrics  Volume 90, Number 5 November, 1992, p 774

The Medical Home (RE9262)

AMERICAN ACADEMY OF PEDIATRICS

Ad Hoc Task Force on Definition of the Medical Home

The American Academy of Pediatrics believes that the medical care of infants, children, and
adolescents 1deally should be accessible, continuous, comprehensive, family centered, coordinated,
and compassionate. [t should be delivered or directed by well-trained physicians who are able to
manage or facilitate essentially all aspects of pediatric care. The physician should be known to the
child and family and should be able to develop a relationship of mutual responsibility and trust with
them. These characteristics define the "medical home™ and describe the care that has traditionally
been provided by pediatricians in an office setting. In contrast, care provided through emergency
departments, walk-in clinics, and other urgent-care facilities is often less effective and more costly.

We should strive to attain a “medical home" for all of our children. Although geographic
barriers, personnel constraints, practice pattems, and economic and social forces make the ideal
"medical home" unobtainable for many children, we belicve that comprehensive health care of
infants, children, and adolescents, wherever delivered, should encompass the following serviees:

I. Provision of preventive care including, but not restricted to, immunizations, growth and
development assessments, appropriate screening, health care supervision, and patient and parental
counseling about health and psychosocial tssues.

2. Assurance of ambulatory and inpatient care for acute illnesses, 24 hours a day, 7 days a week;
during the working day, after hours, on weckends, 52 wecks of the year.

3. Provision of care over an extended peniod of time to enhance continuity.

4. [dentification of the need for subspecialty consultation and referrals and knowing from whom and
where these can be obtained. Provision of medical information about the patient to the consultant.
Evaluation of the consultant's recommendations, implementation of recommendations that are
indicated and appropriate, and 1nterpretation of these to the tamily.

S. Interaction with school and community agencies to be certain that spectal health needs of the
individual child are addressed.

6. Maintenance of a central record and data base containing all pertinent medical information about
the child, including information about hospitalizations. This record should be accessible, but
confidentiality must be assured.

Medical care of infants, children, and adolescents must sometimes be provided n locations other
than physician's offices. However, unless these locations provide all ol the services listed above, they
do not meet the definition of a medical home. Other venues for children's care include hospital
outpatient clinics, school-based and school-linked clinics, community health centers, health
department clinics, and others. However, wherever given, medical care coverage must be constantly
available It should be supervised by physicians well-trained in pnmary pediatne medicine,
preferably pediatricians. Whenever possible, the physician should be physically present where the
care 1s provided; but it may be necessary for the physician to direct other health care providers such
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I as nurses, nurse practiioners, and physician assistants off site. Whether physically present or not, the
physiclan-must act as the child's advocate and assume control and ultimate responsibility for the care
that 1s provided.

I AD HOC TASK FORCE ON DEFINITION OF THE MEDICAL HOME
Michael D. Dickens, MD
John L. Green, MD

| Alan E. Kohrt, MD
Howard A. Pearson, MD

The Medical Home Statement Addendum: Pediatric Primary Health Care (RE9262)

The recommendations in this statement do not indicate an exclusive course of treatment or serve as a
standard of medical care. Variations, taking into account individual circumstances, may be
appropriate.

PEDIATRICS (ISSN 0031 4005). Copyright (c) 1992 by the American Academy of Pediatrics.

No part of this statement may be reproduced in any form or by any means without prior written
permission from the American Academy of Pediatrics except for one copy for personal use.
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Commuittee on Practice and Ambulatory Medicine

ABSTRACT. The intent of this statement is to inform practitioners about the purpose and
scope of an appropriate physical examination for children, adolescents, and young adults, and
the need to communicate this information to the parents and the patient. Issues of patient
comfort, confidentiality, and the use of a chaperone are addressed. An appropriate physical
examination should result in efficient, sensitive, and effective health care.

An appropnate physical examination is often a critical component of a visit to the pediatrician
by a child, adolescent, or young adult. There are multiple goals of the physical examination,
including detection of deve :lopmental delays and/or physical abnormalities, which may be cong)cmml
or acquired, and detection of clues to the cause of a current illness. The extent of the examination is
determined by both the reason for the visit and by diagnostic considerations raised during the history
taking. Some physical examinations will be highly focused and the child, adolescent, or young adult
will be fully clothed. At other times, during a physical examination, the patient may be partially or
completely unclothed. In these cases an dpproprmtc gown should be provided.

The purpose and scope of the physical examination should be made clear to the parents. It
should also be made clear to the patient if he or she is old enough to understand. If any part of the
examination will be physically or psychologically uncomtortable, the parents and patient should be
so informed in advance of the examination. Similarly, the pediatrician must be sensitive to the
patient’s and parent's feelings about an examination, particularly if the breasts, ano-rectal area, and/or
genitalia require inspection or palpation. In some cases, either the patient, the parent, the pgdmmudn
or some combination of these persons may wish to h.m, a chaperone present. In those cases, the

chaperone protects the interest of the patient and the pediatrician. However, there are a variety of
circumstances, including those in which the patient requests conﬁdentiality, that would render the
presence of a chaperone problematic. Physician judgment and discretion must be paramount in
evaluating the needs for a chaperone; however, the highest prionty should be given to the requests of
the patient and the parent. [f a patient is offered and declines the use of a chaperone, the pediatrician
should document this fact in the chart. Communication in advance regarding the components ot the
physical examination being performed is of critical importance 1n any event.

Attention to these prninciples should result in more efficient, sensitive, and effective health care
for children, adolescents, and young adults while preventing misunderstandings about the reasons for
and conduct of the examination.

COMMITTEL ON PRACTIVE AND AMBULATORY MEDICINE, 1995 10 1990
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Confidentiality, Informed Consent and

Medical Records

Best Practice Network Providers face several issues conceming confidentiality, sharing of records and
informed consent when treating BPN Members. These issues are inter-related due to the involvement of
various agencies and the multidisciplinary care that these children require.

The following guidelines are compilations of DCS and TennCare®™ rules and regulations; American
Academy of Pediatrics (AAP), Tennessee Medical Association (TMA), and American Medical Association
(AMA) opinions; the Tennessee Code Annotated Title 33 and Federal Regulations Title 42 regarding
confidentiality of records and consent. They are intended to aid PCPs in addressing concems, but it is
understood that the complex nature of this population of children make it impossible to address all
scenarios.

A. Confidentiality and Informed Consent

1. A physician may perform emergency medical or surgical treatment on a minor despite the
absence of parental consent or court order if the physician has good faith belief that delay in care
would result in worsening of the medical condition and the provision of such care would further
deterioration of the condition.

2. By case law in Tennessee, the common law Rule of Sevens applies to minors. A child age 14
through 17 is presumed to be competent to seek their own medical care without the knowledge
and consent of their parents or legal custodians. The child must be counseled to determine that
the child actually is competent, and the record must reflect such determination by the caregiver.
Release of medical records of such an individual age 14 through 17 must be signed by the child
and cannot be given to the parent or custodian without such release. Ifitis determined that the
child is incompetent, the services should not be provided without consent of the legal guardian or

parent.

A child 7 through 13 i1s presumed to be incompetent to seek their own medical care. However, if
counseling of the child shows the child is competent, the medical services may be provided. The
child's medical record must reflect such counseling and determination.

A child under the age of 7 is incompetent to seek his/her own medical care, and no care can be
provided without the consent of the parent or custodian. The Physician should encourage the
minor to involve the DCS worker, foster parent, or guardian, but should respect the wishes of the
minor in aspects of confidentiality

Specific examples include:

a. Physicians may treat juvenile drug abuses without prior guardian consent. Physicians should
use their own discretion in determining whether to notify the child’s guardian.

b. A Physician may diagnose, examine, and treat a minor without knowledge or consent of the
legal guardian for purposes of providing prenatal care.

c. Contraceptive supplies and information may be supplied to a minor without consent of the
legal guardian

d. The Physician may diagnose and treat STDs without the knowledge or consent of the parent
or guardian. Legal reporting requirements to the Department of Health still exist.

e. Confidentiality may be breached in situations where necessary to avert harm; e.g., threat of
suicide or bodily harm to other individuals or situation in which the child's behavior places
himvher at significant risk.



B. Medical Records

1. The following individuals may request and receive copies of the child's medical records:

a. The custodian of a minor. Either parent (whether custodial or not) can request a copy of the
child's records, unless parental rights have been terminated by a court the child's consent as
per Rule of Sevens applies.

b.  For mental health records, a juvenile 16 years of age or older.

A court having jurisdiction over the child.

d. In cases where parent or guardian has been accused of abuse of the child, the records may
be withheld from that individual. In addition, record release may be withheld, if a Physician
feels that making a record available to an individual would jeopardize a child's will being.
When release of medical information is not in the best interest of the child, the PCP should
immediately contact the DCS caseworker that can contact the juvenile judge to direct
limitations to the release of records.

o

2. The federal law addressing school records is the Family Rights and Privacy Act (FERPA).
Exceptions to requiring parental consent for disclosure include a school official with legitimate
educational interests, and this is further defined as including a medical consuttant. However, it is
recommended that the PCP work with the DCS case manager to assure that all non-medical
providers, such as the school system, receive a release of information form and assure that the PCP
also has a reciprocal form to share information with the school or other community agencies involved
in the child's care.

3. ADCS case manager, biological parent (unless rights have been terminated by a court), or the foster
parent can accompany the child to the office and can consent to treatment. DCS should provide
twenty-four hours, seven-days-a-week availability to the PCP of an authorized representative able to
sign on behalf of the child to cover situations when the above mentioned are not available.

4. When a child sees another Provider on a referral, a Release of Information form should accompany
the child.

5. Any information received by the PCP from other health care Providers shall become part of the PCP's
chart and may be shared along with any other information in the child's record. Likewise, any
information the PCP provides to another Physician shall become part of the record of that Physician.

C. BPN PCP Medical Record Update Form

A BPN PCP Medical Record Update form has been developed to ensure details of health services
provided to BPN Members may be forwarded to the PCP in a condensed, manageable form for the
PCP review and inclusion in the Member's medical record. When services are rendered to a BPN
Member, the provider rendering the service should communicate the information related to the
encounter to the BPN PCP either through the BPN Medical Record Update form or via a letter, which
contains all the information requested on the form.

D. BPN PCP Medical Record Audit

VSHP is required to perform a comprehensive medical record audit on BPN Member records two (2) times
over the eighteen-month period running from July 1, 2001, through December 31, 2001, Special attention
will be focused an EPSDT compliance since entering the BPN and evidence of completeness of the
medical record, inclusive of communication from referral specialists through the BPN PCP Medical Record
Update form or a tetter, which contains all the inforrmation on the form.

ST ——m e
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Privacy Protection of Health Information: Patient Rights and
Pediatrician Responsibilities (RE9927)

AMERICAN ACADEMY OF PEDIATRICS
Pediatric Practice Action Group and Task Force on Medical Informatics

ABSTRACT. Pediatricians and pediatric medical and surgical subspecialists should know their
legal responsibilities to protect the privacy of identifiable patient health information. Although
paper and electronic medical records have the same privacy standards, health data that are
stored or transmitted electronically are vulnerable to unique security breaches. This statement
describes the privacy and confidentiality needs and rights of pediatric patients and suggests
appropriate security strategies to deter unauthorized access and inappropriate use of patient
data. Limitations to physician liability are discussed for transferred data. Any new standards
for patient privacy and confidentiality must balance the health needs of the community and the
rights of the patient without compromising the ability of pediatricians to provide quality care.

ABBREVIATIONS. HIPAA, Health Insurance Portability and Accountability Act of 1996; IRB,
institutional review board; EDI, electronic data interchange; UPI, unique patient identification
(number).

Pediatricians or their affiliated institutions are responsible for the security and confidentiality of
medical records in their possession. Federal and state legislation has been enacted to regulate the
privacy and protection of these records. ! Currently more than 40 states have statutes imposing civil or

criminal penalties for impermissible disclosure of medical information.

The Health Insurance Portability and Accountability Act of 1996 (HIPAA)3 authorizes the federal
government to establish a national standard for medical record privacy etther by legislative or
regulatory action. Such federal standards are important, and care should be taken to balance the needs
of society to advance public health and individual nights to privacy. The benefits to a community that
may result from clinical and outcomes research, enforcement of health regulations, and risk
management audits based on data harvested from patient records must be weighed against the nisks of
unauthorized access to individual health datz. The American Academy of Pediatrics recommends that
legislated or regulated provisions accommodate the unique needs of pediatric patients--newborns,
infants, children, adolescents, and young adults. Furthermore, the American Academy of Pediatrics
urges that legislated or regulated standards also address secunity requirements for electronic data
transmission of health information.

These requirements should be reasonable and appropriate for the technolegy used to store, update,

and transmit data. Most importantly, the secunty provisions should not unduly burden physicians or
impede the provision of health care The ability to transmit data electronically and the emergence of
computenzed medical records raise new issues about the responsibility of pediatricians transmitting

. e e . 4
patient-spectfic information

Although the principles of privacy protection apply equally to paper and electronic records, electronic
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data files are disseminated more easily than paper records and therefore may be more casily subject to
unintended use. For example, data that include patient identification may be transmitted
clectronically to personnel of a health insurance payer to facilitate claim adjudication for
reimbursement. Health insurers may also be required to use these data to comply with regulating
organizations such as the National Committee for Quality Assurance (NCQA) Health Plan Employer
Data and Information Set (HEDIS) measurements. However, these data can also be used to link a
diagnosis code or demographic data to other clinical data or laboratory results. Data that disclose
health conditions potentially associated with high financial costs may be used to discriminate unfairly
against patients. Misuse of patient information for purposes unintended by the patient or pediatrician
or not delineated 1n the providers' contractual documentation violates the right to privacy of patients.

Pediatricians or their affiliated institutions are obligated to protect the confidentiality of all patient
medical records. Protection can be achieved by implementing security policies to control access to
patient records, requiring appropriate authorization before releasing health data, and providing
additional security measures to more sensitive data.

PRIMARY AND SECONDARY USES OF HEALTH DATA

Decisions to monitor, restrict, or control access to individual medical records may be evaluated by
determining whether those accessing information are primary or secondary users of health
information.’ Pamary users are clinicians (physicians, nurses, nursing assistants, therapists, and other
allied health professionals) who need access to patient information to provide appropriate health care
to the patient. At least one state has enacted legislation prohibiting the transfer of maternal health
information to the child's hospital nursery. The restrictions on providing information may put the
health of the newbom at risk by not allowing essential maternal history to be available to the
newborn's clinicians.

Secondary users of health data include researchers, educators, third-party payers, business
administrators, legal representatives, auditors, employers, public health officials, and quality
assurance and utilization review staff who may or may not also be clinicians. The secondary users'
need for access to health data may be unrelated to the patient's treatment. Patients have a right to be
notified of the individuals, organizations, and government agencies that have authority to access or
reccive data from their medical records. Health insurers or payers who require access to patient
records as part of their ongoing quality improvement program or utilization review should be
required to notify insured patients of this requirement. Disclosures about the need to review or
excerpt patient data should specity whether these aggregate data or data that identify individuals are
analyzed and for what purpose. If traceable paticnt data are used, secondary users should be required
to abide by federal security provisions to protect patient confidentiality.

ACCESS TO MEDICAL RECORDS

Medical records are the property of the institution at which they were created, but patients generally
have certain nghts to the information contained in the records, which vary from state to state ©
Pediatnicians and their patients (and/or custodial parents) decide who may have limited or
comprehensive aceess to information contained in the medical records. Generally, custodial parents
are entitled to review their children's medical record at any time, except for emancipated minors or
minors with other specitic rights to confidentiality. Pediatricians have a crucial role in mediating
discussions between parents and adolescents to minimize conflicts over access to this information.
Preadolescents and adolescents may also have other rights to confidentiality and may limit access to
therr medical records based on their age, the nature of their diagnosts, or other factors delineated by
state or federal law ©7 These nghts must be recognized and protected by all parties with access to the
patient's medical record and should not be diminished by federally mandated standards for privacy of
health information

R
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Patients (and/or custodial parents) should be aware of the risks associated with authorizing the release

i
v
!
I
lf

ot health information for purposes unrelated to patient treatment and consider the following:

+ the sensitivity of the information,

« whether the data have been requested by a primary or secondary user,

o the stated use for the data,

+ whether limited or complete access to patient data has been requested,

« whether the data identify patients or are blinded, and

» whether the data are analyzed and reported as independent or combined with other patient
information and analyzed and reported as aggregate.

The Institute of Medicine has delineated three levels of sccurity based on the nature of the specific
health information in a patient record: nonprivileged (least sensitive), pnvileged (sensitive and
traditionally confidential), and deniable (extremely sensitive and confidential).® Electronic security
tools such as electronic signatures, passwords, encryption, patient identifiers, clinician authentication,
and audit trails may permit graduated levels of security, with extremely sensitive information
recerving the most security protection. Required data collection and reporting to secondary users,

however, may make it difficult to protect sensitive information about sexually transmitted diseases,”
adoption, 10-12 physical abusc,13 substance abusc:,M'15 human immunodeficiency virus infcxtion,“)'17

scxuality,lg'21 genetic disorders, cancer, and mental health. Health information that is divided to
permit only limited access to or selective release of required data may afford additional security, such
as the use of separate sections (in paper-based medical records) or password protected data fields (in
electronic medical records).

MEDICAL RECORD RELEASE FORMS

Patients should not be required to give unconditional release of their medical records to unknown
sources. Unlimited permission may expose patient records to inappropriate use of the medijcal
information. In group practices, in practices owned by corporate entities, and for the purpose of
obtaining consultation, clinicians may share medical information as needed to provide treatment.
Chinical and administrative staff need to understand the limitations of their access to patient
information and their responsibility to protect the patient's right to privacy. Pediatricians or their
aftiliated institutions should enforce disciplinary action for inappropriate access to or disclosure of
patient health information by clinical or administrative staff. Signed release forms should be obtained
to document authorized releases of health information. Pediatricians or their affiliated institution
should keep all original medical record documents. Anonymous patient information and data to be
used tor medical education, rescarch, or public health tunctions should be accessible under standard
protocols monitored by appropriate bodies, such as institutional review boards (IRBS).22 There may
be situations, however, in which rescarchers need access to medical records that identify patients'
records only accessible by entities under the purview ot an [RB with appropriate securlity to protect
the patient's privacy. Specific statutes may mandate disclosure without informed consent, as in cases
of child abuse.*> In the absence of appropriate IRB approval of access to medical records for research
purposes, the individual medical record should only be accessed or transferred with the informed

consent of the patient (and/or custodial purcnts).24
ACCURACY AND INTEGRITY OF MEDICAL RECORDS

Pediatricians or their affiliated institutions are responsible for the aceuracy and integrity of their
medical records. Information contained in medical records should be accurate, objective, legible,
trmely, and comprehensive. Once an entry 1s made into the medical record, it should never be

| 29 . . . - - T . - . NN .
defeted =7 s later determined tha spectlic information i an entry 1s incorrect, it may be changed
by the chintcran as long as the original entry remains legible and the corrected entry 1s clearly marked,
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dated, and titialed. Changes made to electronic medical records are done more easily and may be
more difficult to discem. Clinicians using electronic information systems should verify that security

rotocols are 1n place to ensure against unauthorized changes or attempts to modify the electronic
record. With the same procedure as that used by clinicians, patients (and/or custodial parents) also
may append written comments to the medical record.

ELECTRONIC TRANSMISSION OF HEALTH DATA

Pediatricians should use reasonable security practices to safeguard the confidentiality of patient data
when patient records are transmitted elecironically, whether by facsimile, electronic mail, the
Internet, or other channels. Ideally, patient information transmitted electronically should be sent to a
specific person who agrees to be responsible for the information once it is received. Health
information should not be transmitted to an unidentified receiving station. To maintain
confidentiality, use of cover sheets with privacy disclaimers and requests for return receipts for
transmitted data arc appropriate and prudent strategies. Software products are available to encrypt
sensitive medical information and may improve the security of the transmission. Once the
transmission of the medical record has occurred, federal regulations should mandate that the privacy
of the health information 1s the responsibility of the receiving party and that the information 1s used
exclusively for those purposes stated in obtaining the record. Informed consent from the patient must
be obtained to use the information for any other purpose.

ELECTRONIC BILLING

The shift from paper-based accounting to electronic billing and reimbursement with federally
mandated uniform format requirements may prompt clinicians to use outside sources for certain
electronic data interchange (EDI) functions. These EDI cleannghouses or value added networks
recetve electronic transmissions from an affiliated nstitution (for example, a physician office or
pediatric clinic), translate the data into the required electronic format, and transmuit the data
clectronically to the payer. EDI vendors should be accredited to ensure that their data security
systems meet the federal standards for patient privacy and security. Under current HIPAA
regulations, penalties of $100 per violation, not to exceed $25 000 per person per year, may be
imposed for failing to comply with these standards. Consequently, 1nstitutions that have used an
accredited EDI vendor should not be hable for vendor errors. Federal standards for electronic
transmissions supersede state law unless the state recetves a warver from the Secretary of Health and
Human Services. State Medicaid programs should be required to comply with federal EDI standards.

HEALTH REGISTRIES

The development of health registries indicates that certain elements of an individual's medical record
may need to be accessible by the public.26 Health registries are organized systems for collecting,
storing, retrieving, analyzing, or disseminating information on individuals with a particular disease,
nsk factors, or exposures to a substance or circumstance known to cause adverse health effects.
Registnes may be operated by federal government agencies (eg, the National Exposure Registry),
universities (eg, Survetllance, Epidemiology and End Results, a cancer registry), nonprofit
organizations (eg, United States Eye Injury Registry), prnivate groups (eg, transplant registries), or
state governments (eg, electronic birth registries, newborn laboratory screening systems, and
immunization registries). Plans tor implementing a unique patient wdentification (UP[) number as part
of the HIPAA administrative simplification provisions were stopped when it was perceived that the
establishment of the UPI could create a national health databank. This raised concerns regarding
pattent privacy and medical record confidentiality. The federal government decided to halt
development of the UPI standard unul federal statutes or regulations protecting the privacy of health
information are 1n place.

More than 20 states have begun o estabhish immunization registries and many others are considenng
fegistative proposals to authonze them. Such public health measures are intended to protect the
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community from outbreaks of vaccine-preventable diseases, to assess the cost-effectiveness of care
and to simplify the reporting of data to state health agencies or local schools. However, without ,
appropriate security protections and prospective paticnt authorization to release immunization data,
vaccine registries may contribute to the erosion of privacy of patient health information. California
has recently enacted legislation granting health care professionals access to immunization databases
without the patient's consent. When the benefits to the public outweigh the need for patient privacy,

pediatricians may choose to support such a progran127 but should ensure that potential liability risks
assoctated with releasing patient data to a registry are minimized. Before collection of immunization
registry data commences, adequate privacy protections need to be in place, including restricted access
to data entry, update, review and release; strict penalties for unauthorized disclosure; and protection
of the registry system from court order or subpoena. The registry staff should provide written policies
describing the privacy and security standards, which should be disseminated to registry employees,
immunization providers, patients, and parents. These policies should explain the purposes for which
the data are to be used, the parties that will be allowed to input and receive data, and the requirement
for written authonzation before any data are released for purposes not intended by registry policies
and regulations.

Pediatricians need to protect the information 1n their patients' medical records. Federal requirements
supersede less protective state laws and no existing rights to privacy presently afforded to patients,
particularly to minors, should be expunged, limited, or restricted by new federal privacy standards.
HIPAA legislation does not intend to reduce the privacy protections currently afforded pediatric
patients.

RECOMMENDATIONS

. Pediatricians should understand and abide by legislative and regulatory requirements that
address the confidentiality, secure transmission and storage, and public accessibility of patient
medical information.

Pediatricians or their affiliated institutions should accept the responsibility for protecting the

confidentiality of their medical records by personnel education, office procedures, and security

strategies that are in compliance with federal standards.

3. Pediatnicians should advocate for the ability to access medical information for properly
regulated medical education, research, and public health functions that undergo periodic and
systematic review of their appropnateness and that comply with applicable patient
confidentiality and rescarch regulations.

4. Pediatricians should urge policy makers to weigh the admuustrative burdens and risks to
patient confidentiality against the projected benefits to be derived from medical data being
collected, protected, analyzed, or disseminated either publicly or pnivately.

5. Pediatricians should support legislation to require payers to notify their insured at least
annually whether the payers may review their medical records. Such notification should
identify the reviewers and the data, and purposes (for example, continuous quality
improvement, review of claims, or accreditation) for which the data are to be used.

6. Patients (and/or custodial parents) should be advised of the risks associated with signing
unconditional releases for therr health information.

7. Patients (and/or custodial parents) should know their nghts to keep their medical information
confidential. Insurers should be required to inform them of the consequences to their insurance
coverage should they refuse the insurer access to medical information. Patients should be
notified of regulatory or legslative requirements that may require outside access to their
record.

8. Patients (and/or custodial parents), within the limits of statute, should have the right to review
their medical records. They should be permitted to append comments to chart notations that
they believe incorrect or incomplete, to authonize the release of health information, and to
request in writing a copy of their medical records.

9. Pediatncians or their affiliated institttions have a nght to retain original medical records. On
receipt of a wriiten request from the patient authonzing the release of their medical record,
pediatncians or their affihiated institutions may provide a summary or photocopy of the

o
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complete record and may charge reasonable fees for providing copies.
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Major societal changes affecting the provision of child health care have occurred over the last
few decades. In the area of emergency services, consent for medical treatment is an important issue.
The purposc of this statement 1s to outline major considerations involving consent and provide the
physician with practical guidelines concerning this issue.

Today fewer than one third of children live tn two-parent tamilies in which only the father
works outside the home. [1,2] Because of foster care placement, or temporary or permanent
arrangements with relatives or friends, parents may not be available to give consent for treatment of
their children. [3-6]

Unaccompanied minors may seck medical attention in any one of a number of locations. Some
go to the emergency department, 14% of which have no policy regarding consent for the care of these
patients. [7] Unaccompanied minors younger than 18 years of age account for 3.4% of all emergency
department visits. [7] Twenty-two states and the District of Columbia now have laws concerning the
"mature minor." Most other states have provisions in which competent minors may arrange for care
involving contraceptives, pregnancy, abortion, sexually transmitted diseases, drug and alcohol abuse,
and psychiatnic disorders. [8]

The dilemma for emergency physicians and practicing pediatricians alike is whether to follow a
strict interpretation of the law or to adopt a more practical approach. Clearly, consent 1s not required
in life- or limb-threatening emergencies, [8,9] although the definition of emergency vanes from state
to state. However, 1n most instances, only routine care, not emergency care, 1s needed. As a result,
many physicians fear charges of battery or litigation should their judgment regarding treatment be
questioned. [8] [n support of a common sense approach to treatment, [10] Holder noted that in a
review of 30 years of emergency medical care, lack of consent was not the basts for a judgment
against the physician. [11] Legal definitions aside, the overwhelming sentiment 1s that physicians
should be guided by an approach that is 1n the best interest of the patient.

To provide expedient care for children in an ethical, legal, and reasonable manner in emergency
departments or in other situations where nonelective medical treatment s given, the Amencan
Academy of Pediatnics (AAP) makes the following recommendations:

L. Pediatricians would be well served to become familiar with their state and local laws and
nstitutional policies regarding consent and the definition of emergency. Several authors have
summarized current state laws and provisions for care of unaccompanied minors. [12,13] State or
local medical socictics may be consulted for information or for copies of state or jurisdiction statutes.
AAP state chapters may wish to take an active role in informing their membership of existing statutes
in their state regarding consent, the mature minor doctrine, and the definition of emergency.

2. Emergency departments and clinics should develop practical written guidelines regarding consent
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These policies should be based on the nature of the practice and local or state law. Pediatricians
should consider whether they need such guidelines for their office.
3. When another adult is acting in place of a parent for a child (in loco parentis), the physician should
document the situation in the medical record, including attempts to obtain verbal or written consent
from a parent.
4. Physicians in pnimary care settings might assist parents by providing them information regarding
the need to provide written consent for nonelective medical treatment for their child when
unavatlability can be anticipated, including times when the child is in child care, left with friends or
relatives, at school or camp, or with noncustodial relatives.
5. Pediatricians should encourage parents to become familiar with child care, school, and other
insticutional policies.
6. Parents should provide child care centers, schools, or other caretakers with the following
information: how they can be reached if medical care becomes necessary; basic information about the
child's health care record, including immunizations, allergies, medications, and chronic illnesses; and
preferences for a physician or facility for treatment. Written consent should be provided.
7. Parents should be certain their children know their home address, phone number, and the name of
their parents' workplaces. In appropriate situations, physicians should discuss with parents, and with
internal hospital disaster committees, methods of identifying children (eg, shoestring tags or arm
bands) in the event of a mass casualty disaster.
8. Schools should be urged to follow the guidelines outlined in the AAP policy statement "Guidelines
for Urgent Care in School.” [14] Among other important issues, this statement suggests the
following: (1) every school district should identify individuals who are authorized and trained to
make urgent medical care decisions; (2) parents should be informed about injuries their children
recetve at school as quickly as possible; (3) if a parent or legal guardian cannot be reached, the name
and telephone number of an individual to be contacted in case of emergency should be readily
available; and (4) a description of illnesses or injuries of a serious nature (those illnesses or injuries in
which a student or visitor is released from school to see a physician or to be seen at a hospital) should
be recorded on an illness and accident form according to predetermined district procedures.
9. Bammers to effective medical care of children should be removed. No evaluation of a life-
threatening or emergency condition of a child should be delayed because of a perceived problem with
consent or payment authonzation. Decisions regarding the emergent nature of treatment should be
made on the basis of that evaluation.
10. Social service or other governmental agencies should have given or be available to provide
consent for children in foster care. Model legislation should be developed giving foster parents,
noncustodial parents, and other surrogates the authority to give consent for emergency medical care.
Such legislation might include the following statement and conditions:

The act of leaving a child with a custodian by the parent or the state represents implied consent
i situations where the parent is not immediately available for verbal consent, and nonelective
medical care 1s needed. These situations might include, but are not limited to, the following
conditions:
* Reliet of pain or sutfering
* Suspected sernous fectious disease
¥ Assessment and treatment of serious injury
* Lite-, imb-, or central nervous system-threatening conditions.
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AMERICAN ACADEMY OF PEDIATRICS

Commuttee on Broethics

The statement on informed consent, parental permission, and patient assent has a long and
extraordinary history. The first draft of this document, prepared by William G. Bartholome. MD, was
presented to the original American Academy of Pediatrics (AAP) Committee on Bioethics in 1985,
Bill put his soul into the manuscript and has watched over it carefully ever since. Now, a decade
later, those who have worked on its continued development and urged its adoption as Academy policy
applaud its publication. No one is more gratified than its primary author and champion. Those who
have had the privilege to know Dr Bartholome share his sense of accomplishment, but cannot help
but experience a cruel sense of irony. Just as the work Bill considers his most important contribution
has become available for public appreciation, Dr Bartholome suffers from a serious illness that
threatens his life
Bill always wanted "the experience, perspective, and power of children" to be taken most seriously.
Through the years of the statement's revisions and re-presentation within the Academy, Bill "had
Jaith in the power of the text and the ideas it contained, ... that its time would come." The statement
embodies Bill Bartholome's dedication to children. Throughout his career, he worked to make
medicine and medical research safer and more friendly for children. The AAP and its Committee on
Bioethics, on behalf of all our colleagues, extend heartful thanks to Dr William G. Bartholome for
helping us more fully appreciate that children are in the process of becoming, in his words,
"intelligent, observant, capable, and responsible persons™ who deserve our utmost respect.

AN OVERVIEW

Since the 1976 publication of an AAP policy statement on the legal concept of informed consent
in pediatric practice, the concept has evolved and become more formal.[1] A better understanding
now exists as to how physicians should collaborate with patients and parents in making these
decistons. Patients should participate in decision-making commensurate with their development; they
should provide assent to care whenever reasonable. Parents and physicians should not exclude
children and adolescents from decision-making without persuasive reasons. Indeed, some patients
have specific legal entitlements to either consent or to refuse medical intervention. Although
physicians should seek parental permission in most situations, they must focus on the goal of
providing appropriate care and be prepared to seek legal intervention when parental refusal places the
patient at clear and substantal nsk.[2] In cases of senious conflict, physicians and families should
seek consultative assistance and only in rare circumstances look to judicial determinations.

We now realize that the doctnine of “informed consent” has only limited direct application in
pediatnics. Only patients who have appropriate decisional capacity and legal empowerment can give
thewr informed consent to medical care. In all other situations, parents or other surrogates provide
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informed permission for diagnosis and treatment of children with the assent of the child whenever
appropriate. ’

[n this statement, the AAP provides an updated analysis of 1) the concept of informed consent:
2) the ethics of informed consent and the concept of the right to refuse treatment; 3) the concept of
"proxy consent"; 4) the concepts of parental permission and child assent; and 5) informed consent of
adolescents.

CHANGES IN MEDICAL DECISION-MAKING

The authority to make medical decisions used to lie squarely in the hands of physicians.
However, complex social changes have resulted in acceptance of the idea that patients have a right to
know about their health, to know about available diagnostic and treatment options and their risks and
probable benefits, and to choose among the alternatives.[3] Many now regard traditional practices
based on the theory that "doctor knows best" as unacceptably paternalistic.[4] Society recognizes that
patients or their surrogates have a right to decide, in consultation with their physicians, which
proposed medical interventions they will or will not accept. Decision-making power or authority is
increasingly seen as something to be shared by equal partners in the physician-patient or physician-
surrogate relationship. For many patients and family members, personal values affect health care
decisions, and physicians have a duty to respect the autonomy, rights, and preferences of their
patients and their surrogates.[5]

ETHICS AND INFORMED CONSENT

The doctrine of informed consent reminds us to respect persons by fully and accurately
providing information relevant to exercising their decision-making rights. Experts on informed
consent include at least the following elements in their discussions of the concept:[6]

L. Provision of information: patients should have explanations, in understandable language, of the
nature of the ailment or condition; the nature of proposed diagnostic steps and/or treatment(s) and the
probability of their success; the existence and nature of the risks involved; and the existence,
potential benetits, and risks of recommended alternative treatments (including the choice of no
treatment).

2. Assessment of the patient's understanding of the above information.

3. Assessment, tf only tacit, of the capacity of the patient or surrogate to make the necessary decision
(s).

4. Assurance, insofar as 1s possible, that the patient has the freedom to choose among the medical
alternatives without coercion or manipulation.

The goals of this consent process include the development of the patient's compreliensive
understanding of the chinical situation, and the timely exercise, by the patient, ot active choices
regarding the circumstances.(7,8]

INFORMED CONSENT AND THE RIGHT TO REFUSE TREATMENT

Health care providers should engage in the process of informed consent with patients before
undertaking any medical intervention. Patients generally have a moral and legal aght to refuse
proposed medical intervention, except when the patient has diminished decision-making capacity or
must undergo legally authorized "involuntary” treatment. Respect for competent patients’ autgnomy
ordinanly extends even to the refusal or discontinuation of their own life-sustaining treatment [9]

PROBLEMS WITH THE CONCEPT OF "CONSENT" BY PROXY
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child's parents or guardians have the authority or "right" 1o give consent by proxy. Most parents seek
to safeguard the welfare and best interests of their children with regard to health care, and as<a resy]t
proxy consent has seemed to work reasonably well.

However, the concept encompasses many ambiguities. Consent embodies Judgments about
proposed interventions and, more importantly, consent (literally "to feel or sense with") expresses
something for one's self: a person who consents responds based on unique personal beliefs, values,
and goals.

Thus "proxy consent" poses serious problems for pediatric health care providers. Such providers
have legal and ethical duties to their child patients to render competent medical care based on what
the patient needs, not what someone else expresses. Although impasses regarding the interests of
minors and the expressed wishes of their parents or guardians are rare, the pediatrician's ;
responsibilities to his or her patient exist independent of parental desires or proxy consent.[10]

PARENTAL PERMISSION AND SHARED RESPONSIBILITY

Decision-making involving the health care of young patients should flow from responsibility ;
shared by physicians and parents. Practitioners should seek the informed permussion of parents before 4
medical interventions (except in emergencies when parents cannot be contacted). The informed

permission of parents includes all of the elements of standard informed consent, as outlined !

, previously.
Usually, parental permission articulates what most agree represents the "best interests of the i

child." However, the Academy acknowledges that this standard of decision-making does not always l ;

[ prove easy to define. In a pluralistic sociely, one can find many religious, social, cultural, and il
|
|
I

' In attempting to adapt the concept of informed consent to pediatrics, many believe thar the

philosophic positions on what constitutes acceptable child rearing and child welfare. The law
generally provides parents with wide discretionary authority in raising their children.[11]
Nonetheless, the need for child abuse and neglect laws and procedures makes it clear that parents
sometimes breach their obligations toward their chuldren. Providers of care and services 1o children
have to carefully justify the invasion of privacy and psychologic disruption that come with taking
legal steps to override parental prerogatives.

THE DEVELOPMENT OF THE CHILD AS PERSON AND THE CONCEPT OF ASSENT

Decision-making tnvolving the health care of older children and adolescents should include, to
the greatest extent feasible, the assent of the patient as well as the participation of the parents and
the physician. Pediatricians should not necessanly treat children as rational, autonomous decision
makers, but they should give sertous consideration to each patient's developing capacities for
participating in decision-making, including rationality and autonomy. If physicians recognize the
tmportance of assent, they empower children to the extent of their capacity.[12] Even in situations in
which one should not and does not solicit the agreement or opinion of patients, involving them in
discussions about their health care may foster trust and a better physician-patient relationship, and
perhaps improve long-term health outcomes,

Assent should include at least the following elements:

L. Helping the patient achieve a developmentally appropriate awareness of the nature of his or her
condition,

2. Telling the patient what he or she can expect with tests and teatment(s).

3. Making a clinical assessment of the patient's understanding of the situation and the factors
influencing how he or she is responding (including whether there is INAPPropriate pressure (o accept
lesting or therapy)

4. Soliciung an expression of the patient's willingness to accept the proposed care. Regarding this
final point, we note that no one should solicit a patient's views without ntending to weigh them
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sertously. In situations in which the patient will have to receive medical care despite his or her
objection, the patient should be told that fact and should not be deceived.

As chuldren develop, they should gradually become the primary guardians of personal health and
the primary partners in medical decision-making, assuming responsibility from their parents.

Just as 1s the case with informed consent, the emphasis on obtaining assent should be on the
interactive process in which information and values are shared and joint decisions are made. The
Academy does not in any way recommend the development of new bureaucratic mechanisms, such as
"assent forms," which could never substitute for the relational aspects of consent or assent.

THE PATIENT'S REFUSAL TO ASSENT (DISSENT)

There are clinical situations in which a persistent refusal to assent (ie, dissent) may be ethically
binding.[13] This seems most obvious in the context of research (particularly that which has no
potential to directly benefit the patient).[14] A patient's reluctance or refusal to assent should also
carry considerable weight when the proposed intervention is not essential to his or her welfare and/or
can be deferred without substantial nsk.

Medical personnel should respect the wishes of patients who withhold or temporarly refuse
assent in order to gain a better understanding of their situation or to come to terms with fears or other
concerns regarding proposed care. Coercion in diagnosis or treatment is a last resort.[15]

ETHICAL CONFLICT AND ITS RESOLUTION

Social forces tend to concentrate authority for health care decisions in the hands of physicians
and parents and this tendency diminishes the moral status of children.[12] Thus, those who care tor
children need to provide for measures to solicit assent and to attend to possible abuses of "raw"
power over children when ethical conflicts occur. This is particularly important regarding the
inttiation, withholding, or withdrawing of life-sustaining treatment.[16,17] Examples of mechanisms
to resolve ethical conflicts include additional medical consultation(s); short-term counseling or
psychiatric consultation for patient and/or family; “case management" or similar multidisciplinary
conference(s); and/or consultation with individuals trained in clinical ethics or a hospital-based ethics
commuittee. In rare cases of refractory disagreement, formal legal adjudication may be necessary.

LEGAL EMANCIPATION AND INFORMED CONSENT

The traditional notion of informed consent clearly applies to patients who have reached the legal |
age of majority, except when the patient has been determined to be incompetent. In addition, laws
designate two settings in which minors have sole authority to make health care decisions. [11] First,
certain minors are deemed “emancipated” and treated as adults for all purposes. Definitions of the
emancipated minor include those who are: 1) self-supporting and/or not living at home; 2) married:
3) pregnant or a parent; 4) in the military; or 5) declared to be emancipated by a court. Second, many
states give decision-making authority (without the need for parental involvement) to some minors
who are otherwise unemancipated but who have deciston-making capacity ("mature minors") or who
are seeking treatment for certain medical conditions, such as sexually transmitted diseases, ,
pregnancy, and drug or alcohol abuse [18] The situations in which minors are deemed to be totally or
partially emancipated are defined by statute and case law and may vary from state to state.[19] Legal :
emancipation recognizes a special status (eg, independent living) or serious public and/or individual :
health problems that might not otherwise receive approprate attention (eg, sexually transmitted
disease).

PRACTICAL APPLICATIONS
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The following illustrations may help practitioners when applying the concepts developed above.
These examples are intended to provide a focus for discussion and clarification and do not suggest
new legal standards for pediatric practice.

In cases involving the following kinds of medical care for infants and young children, the
Academy encourages physicians to seek the informed permission of the parents before: 1)
providing immunizations; 2) performing invasive diagnostic testing for a congenital cardiac defect; 3)
beginning long-term anticonvulsant therapy to control a seizure disorder; 4) initiating serial casting to
correct congenital "clubfoot"; or ) undertaking surgical removal of a “suspicious" neck mass.

Even in pressing situations, informed permission should be sought for actions such as
performing a lumbar puncture to evaluate the possibility of meningitis. (In this situation, if parents
deny permission for the procedure, one should obtain pernussion from the parents to initiate
treatinent based on reasonable clinical Judgment, rather than delaying care or risking liability for
performing the lumbar puncture without appropriate authorization).

In cases involving the following kinds of medical care for older school-age children, the
Academy encourages physicians to seek the assent of the patient as well as the informed
permission of the parents: 1) venipuncrure for a diagnostic study in a nine-year-old; 2) diagnostic
testing for recurrent abdominal pain in a 10-year-old; 3) psychotropic medication to control an
attention-deficit disorder in a third grader; 4) an orthopedic device to manage scoliosis in an | l-year-
old; 5) an "alarm" system to treat nocturnal enuresis in an eight-year-old; or 6) surgical repair of a
malformed ear in a 12-year-old. In some cases, treatment may proceed over the objection of the
patient. However, physicians and parents should realize that overruling the child may undermine their
relationship(s) with the child.

[n sttuations such as the following that involve adolescents and young adults, the Academy
encourages physicians to obtain the informed consent of the patient, in most instances: 1)
performance of a pelvic examination in a 16-year-old; 2) diagnostic evaluation of recurrent headache
n an 18-year-old; 3) a request for oral contraceptives for fertility control in a 17-year-old: 4)
proposed long-term oral antibiotics administration for severe acne in a 15-year-old; or 5) surgical
intervention for a bone tumor in a 19-year-old. Such patients frequently have decision-making
capacity and the legal authority to aceept or reject interventions, and, in that event, no additional
requircment to obtain parental permission exists. However, the Academy encourages parental
involvement in such cases, as appropriate.

Review of the limited relevant empirical data suggests that adolescents, especially those age 14
and older, may have as well developed decisional skills as adults for making informed health care
decisions.[20-22] Ethical and legal factorg, (ie, confidentiality and/or privacy), suggest that the
physician involve parents after appropnate discussion with the adolescent elicits his or her
permission to do so. In some cases in which the patient has no fegal entitlement to authorize
treatment, the physician may have a legal obligation in some jurisdictions to obtain parental
permission or to notify parents in addition to obtaining the patient's consent. An adolescent's refusal
of consent in cases such as these may well be legally (and ethically) binding. If "conflict resolution”
fails, formal legal adjudication may be needed.

CONCLUSION

A re-analysis of informed consent leads to the identification of important limitations and
problems in its application to pediatric practice. Two additional concepts are needed: parental
permission and patient assent. The American Academy of Pediatrics believes that in most cases,
physicians have an ethical (and legal) obligation to obtain parental permission to undertaken
recommended medical interventions. In many aircumstances, physicians should also solicit a patient
assent when developmentally appropriate. [n cases involving emancipated or mature minors with
adequate decision-making capacity, or when otherwise permitted by law, physicians should seek
informed consent directly from patients.

COMMITTEE ON BIOETHICS, 1993 TO 1994
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This statement was approved as policy by the following organizations: the American Academy of
Pediatrics; the American Academy of Family Physicians; the American College of Obstetricians and
Gynecologists; NAACOG-The Organization for Obstetric, Gynecologic, and Neonatal Nurses; and
the National Medical Associations.

Adolescents tend to underutilize existing health care resources. The issue of confidentiality has
been 1dentified, by both providers and young people themselves, as a significant access barrier to
health care.

Adolescents 1n the United States, while generally considered healthy, have a range of problems,
including some of such severity as to jeopardize their development and health, their future
opportunities and even their lives. To illustrate, there is an urgent need to reduce the incidence of
adolescent suicide, substance abuse, and sexually transmitted diseases and unintended pregnancy.

As the pnmary providers of health care to adolescents, we urge the following principles for the
guidance of our professional members and for broad consideration in the development of public
policy:

I. Health professionals have an ethical obligation to provide the best possible care and counseling to
respond to the needs of their adolescent patients.

2. This obligation includes every reasonable eftort to encourage the adolescent to involve parents,
whose support can, in many circumstances, increase the potential for dealing with the adolescent's
problems on a continuing basis.

3. Parents are frequently 1n a patient relationship with the same providers as their children or have
been exercising decision-making responsibility tor their children with these providers. At the time
providers establish an independent relationship with adolescents as patients, the providers should
make this new relationship clear to parents and adolescents with regard to the following elements:

* The adolescent will have an opportunity for examination and counseling apart from parents, and the
same confidentiality will be preserved between the adolescent patient and the provider as between the
parent/adult and the provider.

* The adolescent must understand under what circumstances (eg, life-threatening emergency), the
provider will abrogate this confidentiality.

* Parents should be encouraged to work out means to facilitate communication regarding
appointments, payment, or other matters consistent with the understanding reached about
confidentiality and parental support in this transitional period when the adolescent 1s moving toward
self-responsibility for health care.

4. Providers, parents, and adolescents neec to be aware of the nature and effect of faws and
regulations in their jurisdictions that introduce further constraints on these relationships. Some of
these laws and regulations are unduly restnictive and 1n need of revision as a matter of public policy
Ultimately, the health risks to the adolescent are so impelling that legal barmers and deterence to
parental involvement should not stand in the way of needed health care.
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Medical Record-Keeping

Practices differ in their medical record filing systems from handwritten notes to electronic
records; however, there are some standards that medical records should meet:

» Typed notes are suggested, but hand-written notes are acceptable, if legiblie.
» Documentation in the chart should contain:

Problem list of significant medical conditions and ilinesses.

Allergies

Documentation in office visits of history and identity of the histarian, physical
findings, diagnosis consistent with findings and treatment plans. The use of
“SOAP” format is highly recommended.

All lab, X-ray results initialed by physician to signify review.

Each and every page in chart contains the patient’s name and/or ID number.
All entries in record are dated and signed.

Up-to-date immunization record.

Consultant requests are documented with follow-up
recommendations/comments

For children twelve (12) years of age and older, there is documentation
concerning discussion of cigarette, alcohol and substance abuse.

* EPSDT screening exams must have documentation of seven (7) components. This
documentation should be in a format that is easily accessible and includes
documentation that abnormal findings were recognized and appropriately treated or
referred. Outcomes of treatment or referrals must be documented.

The seven (7) EPSDT screening components follow:

1.

NoOhAwN

A comprehensive health and developmental history to include both physical
and mental health;

Comprehensive unclothed physical exam;

Appropriate vision assessment;

Appropriate hearing assessment;

Laboratory tests appropriate for age and risk;

Immunizations; and

Health Education (anticipatory guidance).




Early and Periodic Screening, Diagnosis and
Treatment Guidelines

Every child under the age of 21 years is eligible for Early and Periodic Screening, Diagnosis and
Testing (EPSDT) and should receive checkups, even if there is no apparent health problem. The
BPN PCP is expected to provide a “medical home" for the BPN Members assigned to him/her.

BPN Members may pose special Mmanagement issues because they may have incomplete or
poorly documented health records and they may present to the BPN PCP without a reliable
medical history. The following guidelines are intended to assist the BPN PCP in determining
need for EPSDT screenings for newly assigned BPN Members. Note- The Department of
Children’s Services (DCS) will schedule appointments for EPSDTscreenings within three
(3) days of being enrolled in the Best Practice Network or as soonas a PCPis assigned.
The initial EPSDTscreening must be performed within

twenty-one (21) days of the child's entering state custody.

If
DCS can provide the BPN PCP access to those records, and there IS no indication that an

inter-periodic screen is indicated (untreated or worsening medical or behavior problem), then
there is no need to repeat the screen.

> Arepeat screen is indicated if the results of the last screen are:
* notavailable; or
* thelast screen identified problems that were not followed-up; or
* dentified problems have worsened or persisted: or
* thereis reason to suspect abuse; or

* no problems were identified, but medical or behavioral problems contributed to the
child entering into the Best Practice Network.

> Ifthe BPN Member presents to the BPN PCP with an nadequate history and unreliable
historian, the BPN PCP should complete as much screen as possible, notify the DCS case

worker of what additional information is needed, and reschedule the Member for a3 followup
interpenodic exam.

EPSDT Screening
EPSDT examination has the following seven (7) required components:

1. A comprehensive health and developmental history to include both physical and
mental health;

Comprehensive unclothed physical exam:
Appropriate vision assessment;

Appropnate hearing assessment:

Laboratory tests appropriate for age and risk:
Immunizations: and

Health Education (anticipatory quidance).
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EPSDT Periodicity Schedule

ANORRICEENCOUNTERS 17220 0 S| 5m 25| SR A e e
AGE Newborn | 2Wks | 2 Mo 4 Mo 6Mo I Mo 12 Mo
HISTORY

Initial/Interval o () ® ® ® ® ®
MEASUREMENTS

Height and Weight o ) () o ° o o
Head Circumference ® o ® ® o o e
Blood Pressure

SENSORY SCREENING

Vision S S S S S S S
Hearing S/O0 |S S S S S S
DEVELOPMENTAL/

BEHAVIORAL ASSESSMENT ° [ ) ) ® ®
PHYSICAL EXAMINATION ® () ® o o ® ®
PROCEDURES/TESTS

Hereditary/Metabolic Screening
Immunization

Tuberculin Test

Hematocrit or Hemoglobin
Urinalysis

Lead Screening

Serum Cholesterol

STD

Pelvic Exam

ANTICIPATORY GUIDANCE

DENTAL REFERRAL

Key
To be performed
Service is subjective, by hist

..

ory

Service is objective, by a standard testing method
To be performed for patients at risk
The range during which a service may be provided, with the dot indicating the preferred age.

American Academy of Pediatrics http://www.aap.org




EPSDT Periodicity Schedule

HANZOEEICEEENCOUNTERS s s, SAEREL
AGE 15Mo 4Yrs
HISTORY
Initial/Interval [ ) () [ e o
MEASUREMENTS
Height and Weight o ) L o °
Head Circumference ) o [ ) ® )
Blood Pressure () ®
SENSORY SCREENING
Vision S S S 0 i
Hearing S S S O E "
DEVELOPMENTAL/

BEHAVIORAL ASSESSMENT e L L o L
PHYSICAL EXAMINATION ® @ e e e
PROCEDURES/TESTS

Hereditary/Metabolic Screening

Immunization © gy e
Tuberculin Test X X | X | ¥ -
Hematocrit or Hemoglobin
Urinalysis
Lead Screening S | K e—
Serum Cholesterol X | X 3
STD
Pelvic Exam
ANTICIPATORY GUIDANCE L @ [ [ °
DENTAL REFERRAL r——T——J-—T-Q L
Key

@® 1o be performed
S Service is subjective, by history
O  Sserviceis objective, by a standard testing method
% To be performed for patients at risk
¢l@eme)  The range during which a service may be provided, with the dot indicating the preferred age.

American Academy of Pediatrics http/www.aap,org




EPSDT Periodicity Schedule

[ )] [ UL

ANOFEIGEEENCOU SB0R) A1 A v Houat
AGE 6Yrs 8 Yrs 10 Yrs
HISTORY
Initial/Interval ° e o )
MEASUREMENTS
Height and Weight o [ [ ) o
Head Circumference
Blood Pressure L ® o o
SENSORY SCREENING
Vision b S S 0]
Hearing S S 0]
DEVELOPMENTAL/
BEHAVIORAL ASSESSMENT L [ e o
PHYSICAL EXAMINATION L [ ) @ o
PROCEDURES/TESTS
Hereditary/Metabolic Screening
Immunization =@ —r—»
Tuberculin Test X X | X | ¥
Hematocrit or Hemoglobin
Urinalysis ®
Lead Screening rm—
Serum Cholesterol X X | ¥ | ¥
STD
Pelvic Exam
ANTICIPATORY GUIDANCE ® ® [ L
DENTAL REFERRAL L J o @ ®
Key

@® 1o be performed

S Service is subjective, by history

O  Service is objective, by a standard testing method

* To be performed for patients at risk

¢meu@umd  The range during which a service may be provided, with the dot indicating the preferred age.

American Academy of Pediatrics http,//www.aap.org




EPSDT Periodicity Schedule

ADOLESCENCE
2 L N:

AGE ol [ fa s fae |7 s [ |20
HISTORY
Initial/Interval ® O o 0|0 0 0 o o0 0
MEASUREMENTS
HeightandWeight ® (& o & o o e e o o
Head Circumference
Blood Pressure ® & o0 0 0 0 o o0 0
SENSORY SCREENING
Vision (0) S |S
Hearing o ——) S | S
DEVELOPMENTAL/
BEHAVIORAL ASSESSMENT ® OO0/ 0O O 00 0 o
PHYSICAL EXAMINATION ® O 0/ 06 O o o o o o
PROCEDURES/TESTS
Hereditary/Metabolic Screening
Immunization ® —L-b
Tuberculin Test X | K| X K| X| K| K| X| XX
Hematocrit or Hemoglobin o
Urina/yg[g m o mI
Lead Screening
Serum Cholesterol x| K| K| K| K| K| K| X XX
STD x| K| X| X| X| X| X[ X| X| ¥
Pelvic Exam X|X| X XX ¥ X e e |e@
ANTICIPATORY GUIDANCE ® O 0 6 06 0 0|0 o o
DENTAL REFERRAL ® O o & o o o0 o o
Key

o To be performed

S Service is subjective, by history

O  serviceis objective, by a standard testing method

% To be performed for patients at risk
4mmm@ewmd  The range during which a service may be provided, with the dot indicating the preferred age.

American Academy of Pediatrics http;//www.aap.org




Early and Periodic Screening, Diagnosis and
Treatment (EPSDT) Screening Guidelines

Periodicity Schedule ‘

The periodic intervals for screening as shown in the Periodicity Schedule (See Section 11.), are based
on American Academy of Pediatric recommendations (1999), and TennCare®™ Bureau guidelines.
The Periodicity Schedule should be used in determining the correct ages to perform preventive visits
(“well checkups”) as well as to determine the age appropriate screening. More frequent screening
should be done as medically indicated. All of the age appropriate screening components must be
completed 1n each preventive checkup visit.

Screening Components 1

History — Initial and Interval History: This comprehensive history may be obtained from interview
of the parent or guardian or through a form or checklist completed by the parent or guardian. The
history must contain, but s not limited to:
v Present health status and past health history of recipient
Developmental information
Allergies and immunization history
Family history
Dietary history
Age approprate social history
Current medication(s)

ANANENENENEN

Documentation: Once the health history is recorded in the medical record, only an update 1s

required for subsequent visits.

Complete Physical Examination: The physical examination must be performed with the child
unclothed but suitably draped. A comprehensive physical examination must be completed, includ-
ing an examination of the heart with a stethoscope and check of the general appearance of the child
to determine overall health status. This process can pick up obvious physical defects, including
nutritional abnormalities, orthopedic disorders, hernia, skin disease, and genital abnormalities.

The following measurements are very important during the developmental years and should be
recorded and compared to those considered normal for the same age.

Measurements:
The Head circumference should be measured with a tape measure at each visit during the first two

years of life.

The Height should be measured with each visit. The height for infants up to two (2) years should be
measured as recumbent length using a properly constructed measuring device. Height measurements
for children two (2) years and over should be accomplished using a vertical measuring board or fixed

wall device.

The Weight should be measured at all ages with the child nude or wearing an examination gown.



Blood Pressure (B/P) Monitorine: should begin at the age of three (3) years unless there 1sa
chinteal indication to begin prior to that time. The B/P should be measured at each screening visit
using an appropriate sized cuff.

Documentation: Measurements in numerical values are to be recorded in the medical record. The
head circumference, height, and weight should also be plotted on an age appropriate Growth chart.
Growth charts can be obtained from the State of Tennessee Department of Health Nutrition Division,
Nashville, TN. Limited copies may be obtained at local county health departments.

Sensory Screening

Vision: All children should have an eye exam using ophthalmoscope. In addition, all children
should have additional vision screening that is age appropriate.  This includes screening for ocular
alignment, visual acuity and physical abnormalities of the eye.

Sce age specific vision screening recommendations in TLb.

Documentation: The examination(s) performed and results should be recorded in the medical
record. Referrals should be documented.

Hearing: Significant hearing loss can be present at birth and, if undetected, will impede speech,
language, and cognitive development. Newborn hearing screenings are most likely to occur in
hospital with results reported to the primary care provider. Acceptable methods ot screening
include auditory brainstem response {ABR) and otoacoustic emissions (OAE).

Screening the hearing in intants and young children up to the age of three (3) may be
accomplished using Denver noise makers, voiee, ete., and subjectively by parental observation.
Objective hearing measurements should be done s carly as age three years and as indicated on the
periodicity schedule. Bilateral audiometric screerung should be done with pure tones of 20dB HL
at 500, 1000, 2000 and 4000 Hz. Sce age specific hearing screening recommendations in ILb.

Documentation: Results of the screentng must be recorded in the medical record indicating,
passed or failed. Positive sereening results should lead to referral for dragnostic assessment of
hearing. However a prompt re-screening may be done prior (o referral if the clinician believes the
mitial screening result is likely to be a false posttive. Re-screening should be done within 2-4
weeks rather than waiting until the next scheduled well child visit. All screening and results must
be documented in the medical record.

Developmental/Behavioral Screening

Watching a young child grow is a wonderful and unique experience. Leaming to sit up, walk, and
talk are the major developmental “milestones” a child will achieve. However, a child’s growth is a
complex and ongoing process. Young bodies are constantly going through a number of mental as
well as physical changes.

Although no two children develop at the same rate, they should be able to do certain things at
certain ages. Early identification of children with developmental disabilities leads to effective
therapy of those conditions for which definitive treatment is available. The child’s Primary Care
Practitioner (PCP) must work with the parents to monitor the child’s development. A range of
activities is evaluated to determine whether an individual's developmental processes fall within a

TN,




normal range of achievements according to age group and cultural background. Age specific
developmental “milestones™ must be assessed at each preventive Visit.

Developmental/behavioral screening is an ongoing process that is most effectively performed using
standardized screening tests. See Section 11.c. for age-specitic developmental/behavioral
screening questionnaires and checklists that should be used to elicit information. The TennCares™
Screening Guidelines Committee recommends the use of standardized validated developmental
behavioral screening tools. Non-standardized questionnaires or checklists are acceptable.

It findings appear abnormal, these children should be referred to an appropriate diagnosis/treatment
provider for further evaluation and/or treatment.

Documentation: Results of developmental/behavioral screening must be documented in the
medical record. A copy of questionnaires or checklists used must be retained in the
medical record. Referrals, if indicated, must also be documented in the medical record.

Lab Procedures/Immunizations

Newhorn Metabolic Screening

The Tennessee State law requires that every newborn be tested for metabolic/genetic defects that
would result in mental retardation or physical dysfunction if not treated in a timely manner. The
following tests are required:

Phenylketonuria
Hypothyroidism
Hemoglobinopathies
Galactosemia

AN NIRN

These tests are generally done while the infant is still in the hospital nursery. However, there may
be mstances when this 1s not done (ex. Infants born at home). The PCP must ensure that these
tests have been done in a timely manner. If discrepancies are found, the provider should notify the
local Health Department.

Documentation: On screening visits between birth and two months, the provider should
document that testing has been completed, as well as test results. This information or instructions
on how to obtain it, may be obtained from the local Health Department.

Immunizations

By ensuring that children get immunized on time. we can provide the best available defense against
many dangerous childhood diseases. Immunizations protect children against. hepatitis B, polio,
measles, mumps, rubella (German measles), pertussis (whooping cough), diphtheria, tetanus
(lockjaw), Haemophilus,influenza type b. and chickenpox.

Immunizations, if needed, should be given at the time of the preventive/checkup vistt or at any
other contact with the child. See the American Academy of Pediatrics’ U S. Recornmended Child-
hood Immunization Schedule regarding recommended ages for routine administration of currently
licensed childhood vaccines (See Resources V.g.).

PP




Documentation: All Immunizations must be documented in the medical record indicating type,

lot number, date and signature, as well as any adverse reactions. If immunizations have been given
at another facility, a copy of that record should be retrieved for the current record. [mmunizations
not gtven by the PCP must be documented in the medijcal record, not only with the date the
immunization was given, but also with the date the information was documented in the current
record.

Lead Screening

Children enrolled in Medicaid have a greater chance of having elevated blood lead levels than other
children. Blood lead levels (BLLs) as low as 10 mcg/dL are associated with harmful effects on
children’s learning and behavior. Very high BLL (>70 mcg/dL) can cause devastating health conse-
quences, including seizures, coma, and death.

Health Care Financing Administration (HCFA) policy calls for children enrolled in Medicaid
(TennCare®™) to have their BLL measured at 12 and 24 months of age, while children are 36-72
months should be tested if they were missed earlier. (State Medicaid Manual. September 1998.
Paragraph 513.2).

In children with screening BLL>10 mcg/dl, the first step is to perform a confirmatory venous BLL.
This should be performed immediately if screening BLL >70 mcg/dL (urgent condition requiring
hospitalization); within 48 hours if screening result is 45-69 mcg/dL; within [ week if screening
result 1s 20-44 meg/dL; within | month if screening result is 10-19 mceg/dL.

Documentation: The medical record must contain laboratory report of test results. Diagnosis,
treatment, education and follow-up should be documented in the medical record.

Tuberculin Test

The TB Risk Assessment Questionnaire (See Resources V.d.) should be completed beginning at age
12 months and at each screening therealter, in order to determine risk. For high risk groups, the
Commuttee on Infectious Disease recommends TB skin testing immediately and every 1-3 years.

1B skin test results should be read and documented by a health professional. The Health
Department must be notified of any high risk child or any positive skin test reading,.

Documentation: The administration of the tuberculin skin test and the results must be recorded in
the medical record with appropriate dates and signatures. Treatment and/or referral must also be
documented in the medical record.

Hematocrit or Hemoglobin (Het./Heb.)
Hgb. and Het. screening should be done at or by ages 9 months and 15 years. Annual Fet. or Hgb
screening should be done on females presenting with the following:

v Moderate 1o heavy menses

v Chronic weight loss
" Nutritional deficit
¥ Athletic activity

Documentation:
Test results as well as any further evaluation, treatment, counseling or referral must be documented

in the medical record.
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Cholesterol Screening

Initial screening should be done as early as age two years. The following AAP Guidelines

(www.aap org, policy RE 9805) provide specific recommendations for selective screening of chil-

dren and adolescents in the context of their continuing health care.

|.  Screen children and adolescents whose parents or grandparents, at < 55 years of age, under-

went diagnostic coronary arteriography and were found to have coronary atherosclerosis.
This includes those who have undergone balloon angioplasty or coronary artery bypass
surgery.

2. Screen children and adolescents whose parents or grandparents, at < 55 years of age, had

a documented myocardial infarction, angina pectoris, peripheral vascular disease, cerebrovas-

cular disease, or sudden cardiac death.

Screen the offspring of a parent with an elevated blood cholesterol level (240 mg/dl

or higher).

4. For children and adolescents whose parental history is unobtainable, particularly for those
with other risk factors, physicians may choose to measure cholesterol levels to identify those
in need of nutritional and medical advice.

(OS]

Optional cholesterol testing by practicing physicians may be appropriate for children who are
judged to be at higher risk for coronary heart disease independent of family history. For example,
adolescents who smoke, consume excessive amounts of saturated fats and cholesterol, or are
overweight may also be tested at the discretion of their PCP. For parents who do not know

their cholesterol levels, PCPs should strongly encourage them to have their levels measured.

Urine Testing

Most infection-related renal damage occurs during infancy and early childhood. Timely
identification of infection, appropriate treatment, detection of patients at risk for renal scarring, and
prevention of recurrent infection can greatly reduce the rnisk of an adverse outcome.

A minimum, of one (1) dip stick urine must be performed at five (3) years of ape and during each
time period as shown thereafter on the periodicity Schedule. Performance of additional testing 1s

left to the discretion of the individual practitioner.

Documentation: Test results, as well as appropriate treatment and referral, if indicated, must be
recorded in the medical record.

Sexually Transmitted Diseases (STDs)

Adolescence is a time of experimentation and risk taking. Developmentally, adolescents are at a
crossroads of health. Emerging cognitive abilities and social experiences lead adolescents 1o
question adult values and experiment with health risk behaviors. Some behaviors threaten current
health, while others may have long-term health consequences.

All adolescents should be asked about involvement in sexual behaviors that may resultin
unintended pregnancy and STDs, including HIV infection. They should receive health guidance
annually regarding responsible sexual behaviors, including abstinence. Latex condoms to prevent
STDs, including HIV infection, and appropriate methods of birth control should be made available,
as should instructions on how to properly use them. All sexually active adolescents should be
screened annually for STDs or more often if deemed medically necessary.

Documentation: STD screening and results must be documented in the medical record as well as
education and treatment, if indicated. The local Health Department must be notified of all positive
STDs.




Pelvic Examination

All sexually active adolescents or any female 18 or older should be screened annually for cervical
cancer by use of a Pap test. Adolescents with a positive Pap test should be referred for further
diagnostic assessment and management.

Documentation: Findings on pelvic examination as well as Pap results must be documented in
the medical record. Referral(s), if indicated, must be documented as well.

Anticipatory Guidance/Health Education

Anticipatory guidance and health education are an integral part of the screening and must be
provided by the professional. Age appropriate topics/information must be presented during each
screen. Providers should use oral and written information.

Documentation: Specific topics discussed or written information distributed must be documented
in the medical record. If the age appropriate encounter form is used, simply checking the items that
apply is all that is necessary. However, any and all documentation should be dated and signed
appropriately.

Dental care includes emergency and preventive services and therapeutic services for dental disease
which, if left untreated, may become acute dental problems or may cause irreversible damage to
the teeth or supportive structures. Maintenance of good dental health, requires the beginning of
dental care at an early age.

Although an oral screening is part of the physical examination, it does not substitute for screening
examination performed by a dentist. A direct dental referral is required for every child in accor-
dance with the periodicity schedule. Children must be referred to a dentist for routine dental care
beginning at age three (3) and yearly thereafter. However, if deemed medically necessary, a dental
referral may be made at any age.

Documentation: Dental inspection as well as referral and education must be documented in the
medical record.
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Recommendations of the TennCare®" EPSDT Screening Guidelines

Committee Hearing and Vision Screenings - January 1999

RECOMMENDATIONS FOR HEARING SCREE! RECOMMENDATIONS FOR VISION SCREENING
Subjective Objective Subjective Objective
Newborn + Parental perception of + ABR or OAE, if performed * Eye exam: red reflex,
hearing in hospital comneal inspection
+ Family history - Obscrvational screening
+ Wakes to loud noises with noisemaker {(opticnal)
= Hecad tuming with
voice/notse
2-4 days + Parental perception of - ABR or OAE, if performed + Eye exam: red reflex,
hearing in hospital comeal inspection
* Famuly history * Observational screening
© Responses to voice and with noisemaker (optional)
notse - parent report
By 1 month - Parental perception of « Earexam = Parcntal perception » Eye exam: red reflex,
hearing -+ Observational screening of vision comeal inspection
= Famuly history (unless with notsemaker (optional) » Fixes on face, follows
previously recorded) with cyes
* Response to voice and
notse ~ parent report
2 months * Parental perception of - Ear exam « Parental perception « Eye exam: red reflex,
hcaring - Obscervational screcning of viston comeal mnspection
+ Famuly history (unless with notsemaker (opttonal) = Fixes on face, follows
previously recorded) with cyes
* Response to voice and
notse — parent report
3 moaths + Parental perception of < Ear exam - Parental perception + Eycexam
hcanng = Observational screcniag of vision + Fixes and follows
« Famuly history (uniess with notsemaker (optional) cach cyc
previously recorded)
» Response to voice and
noise ~ parent report
4 moaths + Parental perception of = Earexam + Parental perception * Eycexam
heanng = Obscrvational screcning of vision = Fixes and follows
= Recogmuzes parent’s voice with norsemnaker (optional) cach eye
—parent report
+ Famuly history (unless
previously recorded)
6 months + Parental perception of - Ear exam + Parental perception « Eycexam
hearing + Observational screening of vision = Fixes and follows
= Turns to sounds with noisermmaker (optional) cach ecye
—parent report
Famuly history (unless
previously recorded)
9 months = Parental perception ot - Earexam - Parental perception « Eycexam
hearing * Observational screening of vision - Fixes and follows
* Response to voice and with nosemaker (optional) cach eye
noise — parent report
- Famdy history (unless
previously recorded)
12 months *+ Parental perception of Ear exam Parental perception « Eye exam
hearing = Observatonal screening of vision + Fuxes and follows
* Response to voice and with noisemaker (optional) cach cye
noise - parent report
- Famuly history {unless
previously recorded)
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Subjective Objective Subjective Objective
15 months Parental perception of + Earexam » Parental perception Eye exam
hearing = Observauonal screening of viston - Can see small objects
= Response to voice and with noisemahker (optional} = Can see small obyects
noise — parent report
+ Family history (uniess
previously recorded)
18 months + Parental perception of + Earexam = Parental perception ¢ Eycexam
hearing = Observational screening of vision - Can sec small objects
+ Response to voice and with notsemaker (optional) + Can sce small objects
noise — parent report
+ Famuly history (unless
previously recorded)
24 months  Parental perception of » Earexam + Parental perception * Eycexam
hearing + Observational screening of vision + Can see small objects
= Response to voice and with notsemaker (optional) » Can see small objects
noIsc ~ parent report
= Family hustory (unless
previously recorded)
3 years + Parental perception of » Ear exam -+ Parental perception - Eycexam
hearing = Heanng screen (optional) of vision = Ocular alignment, visual
» Observational screening, « Can see small objects acuity (optional)
with nossemaker (optional) = Can see small objects
4 years = Parental perception of - Ear exam - Parental perception + Eye exam
hecanng * Hearing screen (1f not ot vision + Ocular alignment, visual
done at 3 years) acuity (if not done at
3 years)
S years - Parental perception of + Earexam = Parental perception » Eycexam
hearing « Hearing screen (1f not of vision = Ocular alignment, visual
done at 3 or 4 years) acuity (1f not done at
3 or 4 years)
6 years + Parental perception of - Earexam « Parental perception - Eyc exam
heaning = Heaning screen (1f not of vision + Ocular alignment, visual
donc at 3, 4, or § years) acuity (if not donc at
3,4, 0r S years)
7 years = Parental and patient - Earexan - Parental and patient - Eyeexam
perception of heanng + Heanng screen perception of vision
8 years - Parental and patient « Earexam » Parental and patient « Eyecexam
perception of hearing - Heanng screen (1f not done perception of vision
at 7 yearsy
9 years + Parental and patient « Ear exam + Parental and patient + Eyeexamn
perception of heanng = Heaning screen (1f not done perception of vision
at 7or 8 years)
10 years + Parental and patient < Earexam = Parental and patient * Eycexam
perception of hearing » Hearing <creen (1 not done perception of vision * Visual acuity
at 7,8, or 9 yeas)
11 years « Parental and patient - Ear exam - Parental and pauent + Eyeexam
perception of heanng Hearing screen (if not done perception of vision + Visual acuity (1f not done
at? 8.9 or 10 years) at |0 years)
12 years + Parental and panent - Earexam = Parental and patient + Eye exam
perception of hearing « Hearing screen (if not done perception of vision + Visual acutty (if not done
at 7, 8.9, 100r 11 vears) at 10 or 11 vears)
13 years - Parental and pauent Ear exam + Parental and patient + Eye exam

perception of heaning

- Hearmng screen (f not done
at 7.8, 9,10, 11 or 12 years)

perception of vision

© Visual acusty (if not done
at 10, 11 or 12 years)
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l Subjective Objective Subjective Objective
|
14 years Parental and patient - Earexam « Parental and patient Eye exam
perception of heanng Heanng screen pereeption of vision © Visual acuity
IS years Parental and pauent - Earexam < Parental and patient » Eyeexam
‘; pereeption of heanng « Hearing screen (if not done perception of vision |+ Visual acuity (if not done
at 14 yeuars) at {4 ycars)
{6 years - Parental and patient - Ear exam + Parcntal and patient + Eyecexam
g perception of hearing + Heaning screen (if not done perception of vision + Visual acutty (1f not done
| at 14 or 15 years) at t4 or 15 years)
17 years - Parental and patient « Earexam  Parental and patient + Eye exam
perception of hearmg Hearing screen (1f not done perception of vision » Visual acutty (1f not done
l at 14,15 or 16 years) at 14, 15, or 16 years)
18 yecars = Parental and patient - Farexam + Parental and patient « Eyeexam
perc.ption of hearing « Hearing screen (if not done perception of vision = Visual acuity (if not done
I at (4, 15, 16 or 17 years) at 14, 15, 16 or 17 years)
19 years = Parcntal and patient Ear exam » Parcntal and patient + Eyecxam
perception of heanng perception of vision
20 years + Parental and patient - Ear exam + Parcntal and patient * Eycexam
perception of hearning perception of vision
11 years - Parental and patient Ear exam - Parental and patient = bkyeexam
' perception of heanng perception of vision
l Hearing Screening

= Newborn hearing screenings are most likely to oceur in hospital with results reported to the primary care

scheduled well child visit.

Vision Screening

* Recommended testing intervals:
* The committee recommends testing ocular alignment and visual acutty once in the 3-6 year old age range. These

*

provided for alt newborns by the year 2003,
* Recommended testing intervals: The committee recommends an objective hearing screening test once in each of
the following age ranges: 3-6, 10-13, 14-18. Screening should be conducted at the first visit during the above hsted
intervals at which the patient 1s cooperative.
+ Acceptable methods of objective hearing screening include: conventional audiometry, hand-held
audiometry, conditioned play audiometry (with a screening level of 20 dB HL at 500, 1000, 2000, and 4000 Hz)
+ Positive screening results should lead to referral for diagnostic assessment of hearing. A prompt re-screening may
be substituted tor immediate referral for diagnostic assessment if the clinician believes the initial screening result is
likely to be a false positive. Re-screening should be done within 2-4 weeks rather than waiting until the next

procedures should be conducted at the first visit during which the patient is cooperative.
The committee recommends testing visual acuity once in each of the following age ranges: 10-13, 14-18

provider. Acceptable methods of screening include auditory brainstem response (ABR) and otoacoustic

emussions (OAE) with thresholds of 30 dB HL.
+ Newborn hearing screening is recommended for all newborn infants. As of January, 1999, not all hospitals in the

State have the capability of conducting newborn hearing screening. Newborn hearing screenings should ve




Developmental/Emotional/Behavioral Screening
Tools Recommended for Use in EPSDT Screenings

The following chart is a list of measures approved for use in EPSDT screenings. The “Description” column provides information on alterna-

tve ways (if available) to administer measures (c.g., waiting rooms). The “Accuracy” column shows the percentage of patients with and
without probiems identified correctly. The “Time Frame/Costs”™ column shows the costs of materials per visit along with the costs of
preofessional time needed to administer each measure. For parent report tools, administration ume reflects not only scoring of test results, but

also the relationship between each test’s reading level and the percentage of TennCare™ pauents with less than a high school education (who
may or may not be able to complete measures n wailing rooms due to literacy problems and will thus need interview administrations).

TOOLS THAT ARE RECOMMENDED FOR USE IN EPSDT SCREENINGS

Measure Agerange Description Scoring Accuracy Time Frame
| Child Development Inventories Burth to 60 yes/no descnptions A single cutoff Sensttivity! was 75% ot | About 10 nunutes
} (formerty Minnesota Child 72 months with seperate forms for ticdto 1.5 greater across studies (f interview necded)
Development Inventones) 0-18 months, 18-36 standard and specthicity? was
(1992) Behavior Science Systems months, and 3-6 years deviations below | 70%
Box 580274, Minneapohs, MN Can be mailed to the mean
55458 (phonc. 612-929-6220) famulies, completed in
watting rooms, adouni-
stered by mnterview or by
direct elicitation
| Parcats’ Evaluation of Burth to 10 questions clictting Categonzes Sensitivity ranged from About 2 minutes
Developmental Status (PEDS) 9 years parents” concermns. Canbe | patients mto 74% ot 79% and (1M interview needed)

(1997) Elisworth & Vandermeer

admuustered in waiting,

those needing

spectfically ranged from

Jellineck MS, Murphy JM,
Robinson J. et al. Pedatric
Symptom Checkhst: Screeming,
school age chuldren tor psycho-
social dysfunction. Journal of
Pediatrics, 1988, 112:201-209
{the est s included in the article
and in the PEDS manual) ‘

21 o 90
months

Brnigaace Screens, Billenca, MA
Curnculum Associates, ne (1985)
153 Rangeway Road, N Buillenca,
MA 01862 (1-800-225-0248)

problem behaviors to
which parents respond
with “never”
“sometirnes,” or “often.”
The PSC screens for
academic and emotional/
behavioral difliculues

Seven seperate lonms, one
for cach 12 month age
Taps speech-languape,
motor, readiness and
gencral knowledge at
younger ages and also
reading and math at

older ages. Uscs direct
clicitation and

observation

DOLSTHATARE NOTHR DMMENDED 8BU

Birth to
6 years

Denver-11

Combination of directly
clicited and interview,
tapping language,
personal-social, gross
and fine motor, but not
preacademic or academic
skalls

nonrefer score

Cutoff and age
cquivalent scores

Pass/fail/
Questionable/
untestable

Press, Ltd. 4405 Scenic Drive, rooms or by mterview referrals, 70% o 0%
Nashwvilie, TN, Phone 615-386-0061, Avatlable in Spanish SCrectung,
fax- 615-386-0346 Whiten at the 5th grade councseling,
http /fedge net/--evpress level. Normed mn teaching | reassurance, extra
hosputals and private monitonng
practice
Pediatric Symptom Checklist 610 16 years 35 short statements of Single refer/ Sensitivity ranged from | About 7 minutes

80% to 95%. Speaifically
in all but onc study was
T0% to 100%

TOOLS THAT ARE RECOMMENDED FOR SECONDARY SCREENING INVOLVING DIRECT TESTING OF CHILDREN

Sensitivity and specificity
to gtitedness and to
developmental and
academic problems was
70% to 82%

Sensiuvity 80% and
spectficity 40% or
sensitivity 40% and
specificity 80%,
depending on how the
questionable score 1§
handled

(if mterview necded)

10 munutes (direct
testing only)

1S munutes for
younger children,
25 minutes for
older chuldren
(combmation of
direct and interview
items)

Bith o
21 years

Informal checklists (such as those
imbedded in age-speaific encounter
forms such as Bright Fuatures)

Usually tap different
arcas but lack sconing
critenia, provide no proofl
that ttems ap important
skills or predict
developmental outcome.

None

Unknown, but research
shows that infonnal
methods detect fewer
than 30% of children
with disabihties

CUnknown, but most
have about [0 1tems
and so may take
about 2 minutes

'Sensiivity = percentage of children with disabilities identified as probably delayed by a screening test
Specificity = percentage of chuldren without disabiluses dentified as peobably normal by a screening (est
* Note For Developmental/Behavioral Screening of older adolescents, informal checkhist recommended because there are no standardized vahdated

screening tools currently avadable for this age group




Pediatric Symptom Checklist

DATE CHILD'S NAME ___ _bos

FILLED OUT BY:

[ Pleasemarkunderthe heading thatbestfits your child: |

Never Sometimes Often

I Complains of aches/pains a 0 a
2. Spends more time alone 0 O a
3. Tires easily, little energy 0 g g
4. Fidgety, unable to sit still 0 U a
5. Has trouble with a teacher a a 0
6. Less interested in school a a o
7. Acts as if driven by a motor 0 0 8]
8 Daydreams too much a O 8]
9. Distracted easily a a 0
10. Is afraid of new situations a 0 0
11 Feels sad, unhappy O a a
12. [s uritable, angry a 0 a
13. Feels hopeless a O 0
14 Has trouble concentrating O 0 0
15, Less interest in triends a 0 0
16 Fights with others O 0 0
17. Absent from school a { a
18 School grades dropping 0 O O
19. [s down on him or herselt 8 0 0
20. Visits doctor with doctor finding nothing wrong 0 a 0
21 Has trouble sleeping 0 a 0
22 Worrtes a lot a 0 a
23 Wants to be with you more than before g 0 0
24 Feels he or she ts bad a 0 a
25 Takes unnecessary risks 8 0 a
26 Gets hurt frequently 0 B o
27 Seems to be having less fun 0 4 a
28 Acts younger than children his or her age a g d
29. Doces not listen to rules a 0 a
30 Does not show feelings O 0 a
31 Does not understand other people’s teelings {J u t
32 Teases others 0 g g
33. Blames others for his or her troubles 0 a 0
34 Takes things that do not belong to him or her a 0 u
35 Refuses to share a g 0

Other Comments

© Michact Jellmek Addinonal copies available at http Z/www dbpeds org/handouts

- vk,



Developmental Milestones Checklist

CHILD'S NAME DOB
24Weeks
O Responds to sounds by startling, blinking, crying, quieting, O Flexzd posture
or breathung _ U Can sleep for three or four hours at a time
0 Looks at face and follows with eyes 0Can stay awake for one hour or longer
U Responds to parent’s face and voice U When arying, can be consoled most of the time, by
0 Moves arms, legs and head being spoken to or held

(0 On stomach, lifts head momentanly

Date Signature
0 Coos and vocalizes reciprocally 0 Lifts head, neck, and upper chest with support of

forcarms while on stomach

0 Pays attention to voices, other sounds, sights
{0 Has some head control in upright position

O Smiles responsively

{J Shows pleasure with parents

Date Signature
U Babbles and coos 0 Opens hands, holds own hands, grasps rattle
U Smiles, laughs, and squeals 00 Good head control
0 On stomach, holds head erect and raises body on hands 0 Reaches for and bats objects
U Rolls over from stomach to back U Recognizes parent’s voice and touch
Date Signature

UBabbles reciprocally 0 Transfers cubes from hand to hand

O Says “dada” or “baba” URakes in small objects

0 When pulled to sit, has no head lag 0 Setf-comforts

0 Sus wath support 0 Smules, laughs, squeals, imitates razzing noise
U Stands when placed O Tums to sounds

0 Grasps and mouths objects 0 May have first toth

[} Shows ditferential recognition of parents

Date Signatuce

U Pokes with finger, shakes, bangs, throws, and drops objects

O Responds to own name
U Understands a few words 0 Plays peek-a-boo or pat-a-cake
0 Babbles 0 Feeds self with fingers

O Crawls, creeps, or scoots UMay show anxiety with strangers

0 Sits unsupported

Date Signature

Reference Bright Futures

Note This resource 15 not 4 standardized, validated screening tool. However itis
acceptable until year 2003 (See Section Il ¢ for recommended standardized,
validoted screening tools, if desired)



Developmental Milestones Checklist

CHILD’S NAME

DOB

O Pulls to stand, cruises, and may take a few steps alone
U Plays pat-a-cake, peek-a-boo, or so-big

O Poins

0 Bangs blocks together

0 Says 24 words, imitates vocalizations

U Drinks from cup

0 Looks for dropped or hidden objects
U Waves “bye-bye”

O Feeds self

Date Signature

OSays 3-6 words

O Can point to a body part

0 Understands simple commands
0 Walks well

{ Swops

0 Climbs staus

0 Stacks two blocks

O Feeds sell with fingers

0 Drinks from cup

0 Listens to story

O Tells what he/she wants by pulling, pointing, or grunting

Date Signature

{0 Walks backward

U Throws ball

0 Says 15-20 words

0 Imitates words

0 Uses two-word phrases
0 Stacks three blocks

0 Uses a spoon and cup

0 Listens to a story, looking at pictures and naming objects
U Shows aftection, kisses

OFollows simple directions

U Points to some body parts

O Scribbles

OPulls a toy along the ground

Date Signature

UGoes up and down stairs one step at a ime
0 Kicks ball
O Stacks five blocks

0 Uses at least 20 words, two-word phrases
U Follows two-step commands
U Imitates adults

Date Signature

OJumps

0 Kicks ball

0 Rudes tricycle

J Knows name, age, and sex

O Copies circle, cross

Date Signature

Reference: Bright Futures

Note This resource is not a standardized, validated sCreening looi. However, it s
acceptable unti year 2003.(See Secnion lli.c. for recommended stanaardized
validated screening rools, if desired)
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Developmental Milestones Checklist

CHILD’S NAME DOB
O Sings a song 0 Builds 10 block tower
00 Draws person with three parts {0 Hops on vne foot
0 Distinguishes fantasy and reality O Throws overhand ball

0 Gtves first and last name

Date Signature
0 Dresses self without help 0 Draws person with head, arms and legs
{J Learns address and phone number 0 Recognizes most letters and can print some
(J Can count on fingers 0 Ptays make-believe

{0 Copies triangle or square

Date Signature
U Ties his/her own shoes {J Can tell age correctly
U Dresses sel{ completely without help 0O Repeats at least four numbers in a proper sequence
0 Catches a small bouncing ball, such U Skips on both feet

as a tenms ball, wath only one hand

Date Signature
{0 School adjustment 0 Friends
(O School performance { Actvities outside of school
O Fanuly
Date Signature
[ Sexuat development and behaviors 0 Emotional (Depression, Anxiety)
(abstinence, STD prevention, BC) 0 School/Work problems
0 Tobacco/Alcohol/Substance/Anabolic steroid use/avoidance O Peer relationships
0 Body image and dieting patterns OFamily relationships

U Emotional, physical and sexual abuse

Date Signature

Reference: Bught Futures

Note:This resource 1s not a standardized, validated screening tocl However, it is
acceptable until year 2003.(See Section ilt ¢ for recommended standardized,
validated screening tools,if desired)
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Tuberculosis Risk Assessnient Questionnaire

DATE__ CHILD'S NAME DOB

FILLED OUT BY

Any“Yes”answer means the child is high risk,and should receive a tuberculin skin test (Mantoux) whibn
should be read by a health professional andthe Public Health Department should be notified.

I.Ts your child in close contact of a person with tuberculosis?
OYes
(ONo

2.Is your child foreign bom (esp. Asian, African, Latin American), a refugee or a migrant?

OVYes
ONo

3.Does your child live in a community in which it has been established that a high risk exists for tuberculosis?

(Yes
ONo

4.Does your child have a medical condition or treatment of a medical condition which suppresses the

immune system?
OYes
ONo

5.Does your child have HIV infection or is he/she considered at risk for HIV infection?

OYes
ONo

6.1s your child exposed to the following individuals: HIV infected, homeless individuals, residents of nursing

homes, institutionalized adolescents or adults, users of illicit drugs, incarcerated adolescents or adulis or
migrant farm workers?

OYes

ONo




Lead Risk Assessinent Questionnaire

DATE = _ CHILD'S NAME DOB

FILLED OUTBY

t.Does your child live in or regularly visit a house or child care factlity built before 19607
0OYes
0ONo
OUnknown

2.Does your child live in or regularly visit a house or child care facility built before 1978 that is being or has
recently been renovated or remodeled (within the last 6 months)
O Yes
ONo
OUnknown

3.Have any of your children or any of their playmates had lead potsoning?
O Yes
ONo
OUnknown

Addions Communiy specicquestions | RN

I.Does your home have plumbing with lcad pipes or copper with lead solder joints?
OYes
ONo
OUnknown

2.Does your child live near a heavily traveled major highway where soil and dust may be contaminated
with lead.
OYes
ONo
OUnknown

3.Does your child frequently come n contact with an adult who works with lead (c.g., in construction, welding,
potter, or other trades)?
OYes
ONo
OUnknown

4.Does your child live ncar a smelter, battery recycling plant, or other industrial site likely to release lead?
OYes
ONo
B Unknown

5.Do you give your child any home remedies that may contain lead?
O Yes
ONo
O Unknown

6.Does your child eat paint chips or any non-food items or play in dirt in a yard where cars have been parked?
UYes
UNo
OUnknown

Ifany answer is yes, the child should have Blood Lead Level screcning for possible fead toxicity.

Reference Baght Futures
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2 Week Preventive Visit Form

Allergies:
Meds:

DOB

History

Physical Exam /= WNL, X=ABN
(Describe abnormal findings)

Screening v =WNL, X=ABN

0 Breast min per day
0 Formula oz per day
Type or brand o
With iron O Yes O No
0 City water 0 Well water
WIC O Yes O No

Neonatal Metabolic Screen In Chart
OYes ONo

ONormal (Decreased
OStrong stream (If male)

ONormal ODiarrhea /day
OHard /day

ONormal (2-4 hours)

Anticipatory Guidance Health
Education (/ if discussed)

O Car seat

0 Smoke-tree environment
O Smoke detectors

O Cnb safety

0 Baths

O Water temperature <120°
O Child proof home

3 Increase formula

O Breast or iron-fortitied formula
U Infant weight gain

0 Colic erying

O Sleep on back

O Know signs of illness

U Thermometer use; antipyretics
U Emergency procedures

0 No bottie in bed

O Bowel movements

0 Cord, circumeision care

Social/Behavior

O Baby's temperament
0 Console baby, hold, cuddle, rock,
talk, sing

Ht n___ %tile
Wt Ibs 0z Yalile
Head Circumference cm _ %ule

(Sce chart on separate page)
Patient Unclothed O Yes O No

0 General Appearance

0 Head

0 Eyes

0 FEas _ _

0 Nose - _

0 Oropharynx B

0 Gums/Palate

3 Neck

0 Lungs .

0

0 Abdomen

0 Gemualia

0 Extremities/Mips

O Spine

U Neurologscal

0 SkinNodes

O Other

O Responds to sounds
[0 Neonatal ABR or OAE results in chart

Impression

0 Well infant
0 Normal growth
[0 Nomal development

[0 Other

Plan

0 Encourage partner 1o care for infant
U Support trom fanuly/friends

O Postpartum check-up

0 Child care

0 Addional documentation on back
O Additional documentation on separate page

O Fanuly history, birth history
O Newborn meetabolic screen

UNormal  C Pending O Today
0 RTC for 2 month well check
0 Referrals

0 WIC

0 Transportation

0 Other referrats

Sign -

Wme




2 Month Preventive Visit Form

DATE __ NAME pos

Allergies: _

Meds: i

History Physical Exam /= WNL, X=ABN Screening /=WNL, X=ABN
(Describe abnormal findings)

OBreast__ min __perday
0 Formula ) oz per day
Type or brand

With iron O Yes O No
O City water O Well water
WIC O Yes O No

Neonatal Metabolic Screen In Chart

OYes ONo

Urine Qutput

ONormal ODecreased
OStrong stream (If male)

ONormal ODiarthea /day
OHard /day

ONormal (4 hours)

New Symptoms/Problems/Complaints

Anticipatory Guidance Health
Education (v if discussed)

O Car seat

O Smoke-free environment

{ Smoke detectors

0 Cnb safety

0 Child proof home

U Small and sharp objects; plastic bags
0 Water temperature <120°

0 Increase formula

O Delay sohid foods

O Breastfeed or tron-fortified formula
0 Colic crying

O Know signs of illness

O Thermometer use; antipyretics
0 Bowel movements

0 Emergency procedures

U No bottle 1n bed

O Sieep on back

Social/Behavior

O Baby's temperament

0 Hold, cuddle, rock

O Talk, sing, read, play music

0 Partner and sibling involvement
0 Tme for self and partner

0 Play and parent support groups

Ht _ in_ %slile
We  lbs oz Yolile
Head Circumference _cm_ %ile

(Sce chart on separate page)

Patient Unclothed 0 Yes O No

0 General Appearance

0 Head

0 Eyes ;:
0 Fas _ o
O Nose

Developmental/Behavio m

0 WNL
O ABN

O Parental observatior/concerns
O Fixes and follows

O Parental observations/concemns
O Family history
0 Neonatal ABR or QOAE results in chart

(See separate page)

Impression

0 Oropharynx

0 Gums/Patate

0O Neck
3 Lungs e
o e

0 Abdomen

0 Genaba

0 Extremities/Hips

1 Spwe

0 Neurotogical

4 Si\m/Nodcs .

0 Other

0 Well infant

0 Normal growth

0 Normal development
0 Other

Plan

0 Additonal documentation on back
0 Additonal documentation oo separate page

0 History updated
0 Problem hist, alergies, medicauon List
updated
O Immumizations
0 Up to date
O nfo read and discussed
O DTap/OTP O 1PV O HBV O Hib
(0 Acetammophen —— mg q 4 hours
{1 Newbom metabolic screen
0 Nomal O Pending O Today
0 Handouts given (2 Mo )
(0 RTC for 4 month well check
0 Referrals
a wiC
0 Transportation
O Other refermals

O Other

Sign




4 Month Preventive Visit Form

DATE NAME

Allergies:
Meds:

History

Physical Exam /= WNL, X=ABN
{Describe abnormat findings)

Screening /=WNL, X=ABN

O Breast min per day
0 Formula 0z per day
Type or brand
Withiron O Yes O No
O City water 0 Well water
WIC O Yes O No
Neonatal Metabolic Screen In Chart
OYes 0ONo
Urine Output

(ONormal {J Decreased

ONormal O Diarrhea /day
OHard /day

ONormal (4-6 hours)
New Symptoms/Problems/Complaints

] }
|

Anticipatory Guidance Health
Education (v if discussed)

O Car seat

0 Water temperature <120°
0 Smoke-free environment
0 Smoke detectors

0 Child proof home

O No baby walker

O Breastfeed or iron-fortified formula
O Introduce solid food
O Avoid honey

U Know signs of illness
O Sleep on back
O Syrup of Ipecac

Social/Behavior

(0 Hold, cuddle, rock

O Talk, sing, play music

0 Partner and sibling involvement
0 Community involvement

0 Bedume routine

Ht m__ %ltile
W _ bs oz ile
Head Circumferznce cm  %le

(See chart on separate page)
Patient Unclothed O Yes 0O No

O General Appearance

O Head

G E_yc:s :
0 ks
O Nese

0 Or()phurynvx o

8
0

U I:mg;y _

0 Heart - —

O Abdomen

g Gemtalia ;,,_,

0 Extremities/Hips

O Spine

0 Neurological

U Skm/NMcs

0 Other *‘i

Developmentallsehavio

0 WNL
O ABN

O Parental observation/concerns
O Fixes and follows

O Parental observations/concerns

(See separate page)

0 Responds to sound (parent report)
O Responds to noisemaker (optional)

Impression

00 Well mfant

0 Normal growth

0 Nommal development
(3 Other

O History updated
{J Problem hist, alergies, medication list
updated
3 Immunizauons
O Up w date
T Info read and discussed
O DTaP/DIP T 1PV O HBV O Hib
U Acetaminopben __— mg q 4 hours
U Handouts given (4 Mo.)
U RTC for 6 month well check
{3 Referrals
0 Wi
0 Transportation
0 Other referrals

0 Additional documentation on back
0 Additonal documentation on separate page

Sign

R




6 Month Preventive Visit Form

DATE NAME DOB _

Allergies:

Meds:

History Physical Exam /= WNL, X=ABN Screening v=WNL, X=ABN
(Describe abnormal findings)

O Breast ___min per day
0 Formula __ 0z per day
Type or brand

With ron 3 Yes O No
O City water O Well water
WIC O Yes O No

Neonatal Metabolic Screen in Chart

OYes 0ONe

ONormal O Decreased

ONormal (0 Diarrhea /day
OHard /day

ONormal (6-8 hours)

New Symptoms/Problems/Complaints

Anticipatory Guidance Health
Education { if discussed)

O Check hazards

0 Car scat

0 Smoke-free environment
0 Smoke detectors

0 Child proof home

{0 No baby walker

O Breastfeed or iron-fortified formula
O Start cup for water, juice

(0 Supervise eating

0 Avoide choke foods

O Avoid honey

0 Fluonde

0 Brush teeth

O Syrup of Ipecac
0 No bottle in bed

Social/Behavior

0 Exploration opportunities
O Talk, sing, read, play music
O Pat-a-cake, peck-a-boo

O Limut but enforce rules

U Bedume routine

0 Contact with friends, family
0 Use distraction as discipline

Ht in _ atile
W Ibs oz Sotile
Head Circumfercace cm _ Ylile

(See chart on separate page)
Patent Unclothed O Yes 0 No

O General Appearance

0 Head

0 Eyes

O Lars

0 Nose

0 Oropharynx B

0 Gums/Palate

a I\}cck

Developmental/Behavio m

0 WNL
O ABN

0 Parental observation/concerns
0 Fixes and follows

O Parental observations/concems

(See separate page)

O Responds to voice and noise
(parent report)
O Responds to notsemaker (optional)

Impression

0 Well child

0 Normal growth

1 Normal development

0 Risk assessment for lead exposure
0 Other

-~ - Plan
0 Lungs e .
0 Hean ) History updated

0  Abdomen

0 Genttaha

0  Extremitues/Hips

€ Spine

0 Neurological

0 Skin/Nodes

0 Other

0 Adaitonal documentation on back
0 Additonal Jocumentation on separate page

O Problem list, alergies, medication list
updated
{0 Immunizations
0 Up to date
O Info read and discussed
O DTaP/DTP O 1PV O HBV O Hib
0 No adverse reactions to prior imm. ’
O Lead level __ mcg/dl
O Acetaminophen _— mp g 4 hours
3 Handouws given (6 Mo )
0 RTC for 9 month well check
0 Referrals
O wWIC
O Transportation
O Other referrals

3 Other

e




9 Month Preventive Visit Form

DATE NAME _ DOoB

Allergies:

Meds: -

History Physical Exam = WNL X=ABN Screening v=WNL, X=ABN

{Describe abnormal findings)
M He in___ %ile Developmental/Behavioral Screen |
O Breast min per day Wt Ibs _o0z__ _ %tile 0 WNL
U Formula oz per day Head Circumference cm __ %tile 0 ABN (See separate page)
Type or brand - (See chart on separate page)

With iron O Yes O No
O City water O Well water
WIC O Yes O No
Neonatal MetabolicScreen In Chart

OYes 0ONo

ONomal 0O Decreased

ONormal 0 Diarrhea /day
OHard _ /day

ONormat (8 hours)

New Symptoms/Problems/Complaints

Anticipatory Guidance Heaith
Education (v if discussed)

O Check hazards

O Smoke-free environment
O No baby walker

O Child proof home

O Assess lead risk

O Car seat

0 Empty buckets

O Breastfeed or iron-fortified formula
O Finger foods, mashed food

0 Avaid choke foods

0 Supervise cating

O Drink from a cup

O Brush teeth

Q Fluoride

O Water temperature <200
0 No bottle in bed

Social/Behavior

O Partner and sibling involvement
0 Talk, sing

O Pat-a-cake, peek-a-boo

0 Bedtime routine

0 Exploration opportunitics

0 Limit but enforce rules

0 Role model healthy habuts

Patient Unclothed O Yes O No

0 General Appearance

U Head

O Parental observation/concerns
O Fixes and follows

O Parental observations/concerns
0 Responds to voice and noise
0 Eyes (parent report)
- “_' 0 Responds to noisemaker (optional)
O Eas R —
——— —_— Impression
(0 Nose
0 Oropharynx _ . 0O Well chuld
— O Normal growth

0 Gums/Palate

0 Neck S
0 Lungs —

O Hean_______ T
O Abdomen

0 Extremities/Hips B

O Sblnc

U Newological

0 Skin/Nodes

a (5[hcr

0 Normal development
O Risk assessment for lead exposure

0O Other

0 Additional documentation on back
0 Additional documentation on separate page

Plan

0 History updated

{1 Problem list, alergies, medication list
updated

O Immunizations
0 Up o date
O Info read and discussed
0 No adverse reactions to prior imm.
0 HBV O Other

O Het or Hgb_

O Lead level _ mep/di

_mg q 4 hours

O Acetaminophen
OIWPPD___  (resuly)
O Handouts given (9 Mo.)
O RTC for 12 month well check
0 Referrals

O wWIC

0 Transportation

[ Other referrals

O Other

Sign
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12 Month Preventive Visit Form

DATE NAME DOB

Allergies:

Meds: -

History Physical Exam = WNL, X=ABN Screening V=WNL, X=ABN
(Describe abnormal findings)

O Breast min per day
G Formula oz per day
Type or brand

Withiron 0 Yes O No
O City water O Well water
WIC O Yes O No

Neonatal Metabolic Screen In Chart
OYes ONo

ONormal 0 Decreased

ONormal 0 Diarrhea /day
OHard /day

ONormal (8-12 hours)
New Symptoms/Problems/Complaints

‘ |

Anticipatory Guidance Health
Education (v if discussed)

(0 Toddler car scat/ Airbags
O Smoke-free environment
0 Lower crib mattress

O Close supervision

0 Water safety

0 Childproof home

0 Whole milk, drink from cup

0 Healthy food choices, expernnmentation
0 Weaning from bottle

O Ad lib breast feeding

O Limit juice to < 8 oz.

O Brush teeth

O First dental exam

O Poison, Ipecac use, Poison Control
O Proper use of phone/ER

Social/Behavior

0 Cuddling, holding, affection

O ELstablished routines

0 Hitung, biting, aggressive behavior
O Praise toddler

O Interactive talking, singing, reading
O Limited number of caregivers

Ht n__ %ile
Wit Ibs oz Yelile

Head Circumference cm _ %ule
(See chart on separate page)

Patient Unclothed O Yes O No

0 General Appearance _

Developmental/Behavio m

0O WNL
O ABN

O Parental observation/concerns
(3 Fixes and follows

(See separate page)

0 Head 0 Parental observations/concerns
O Responds to voice and noise
g EyC‘i (parml‘n:port? )
O Responds to noisemaker (optional)
0 Ears - B
— Impression
O Nose
U Oropharynx o 0 Well child

O Gums/Palate

O Nek
0 Lungs
0 Heart 7;

0 Abdomen

U Genitala

0 Extremities/Hips

0 Spine

€ Neuratogical _ _

O Skin/Nodes

O Other

0 Normal growth

0 Normal development

0 Low nisk for lead exposure
0 Low nisk for tuberculosis
0 Other

Pfan

0 Additonal documientation on back
3 Additonal documentation on scparate page

O History updated
O Problem list, alergies, medication hist
updated
00 Immunizations
O Up to date
0 Info read and discussed
0 No adverse reactions to prior imm
0 HBV (O Varicella
0 Other
O Het or Hgb
O Lead level __ meg/dl
0 Acetaminophen
0 IPPD (result)
0 Handouts given (12 Mo.)
O RTC for 15-18 month well check
O Referrals
O wiIc
0 Transportation
O Other referrals

mg q 4 hours

O Other

Sign




15-18 Month Preventive Visit Form

DATE ___ NAME _ DOB -

Allergies:

Meds:

History Physical Exam /= WNL, X=ABN Screening /=WNL, X=ABN
(Describe abnormal findings)

0 Whole milk, cup only
0 Solids (serv/day)
___ Mea/Egg
__ Veg/Fruit
___ Bread/Cereal
O other
0 City water O Well water O Bottled water
WIC 0 Yes O No

ONomal ODecreased

ONormal QO Diarthea /day
OHard /day

(ONormal (8-12 hours)
OAbnormal

New Symptoms/Problems/Complaints

Anticipatory Guidance Health
Education (v if discussed)

O Car scat/ Airbags

O Cnib safety/ Crb mattress lowered
0 Chitdproof home

0 Window guards

0 Smoke-free environment

0O Choke foods

0 Wean from bottle

O Safe table foods

O Healthy food choices/ No forced foods
0 Self-feeding/ Dnnking from cup

O Family meals

O Brush teeth
O Proper use of phone/ER

Sacial/Behavior

0 Individual attention

G Exploration/ Physical activity

U Hitung, biting, aggressive behavior

0 Enforce rules/ Reassure once negative
behavior stops

O Famuly playtime

0 Help toddler express anger/joy

O Short family outngs

O Older children

G Toret traming

0 Commumty Programs/ Preschool

0 Peek-A-Boo/Pat-A-Cake

Ht n__ %ile
Wt Ibs _ oz Yatile
Head Circumferznce cm _ atile

(See chart on separate page)

Patient Unclothed € Yes O No

0  General Appearance

Developmentallﬂehavio

0O WNL
0 ABN

O Parental observation/concerns
0 Can sce small objects

(See separate page)

0 Head U Parental observations/concerns
O Responds to voice and noise
0 Eyes (parent n:porQ ‘
{0 Responds to noisemaker (aptional)
O Ears T
Impression
0 Nose
0 Oropharynx 0 Well child

0 Gums/Palate

o Neek_
0 Lungs _ ] B
0 Heat

O  Abdomen

O Genitalia

0 Extremities/Hips

0 Spune

0 Neurological

O Skin/Nodes

g Other _

0 Normal growth

00 Normal development

0 Low nisk for lead exposure
O Low nisk for tuberculosis
0 Other

Plan

0 Additional documentation on back
0 Additonal documentation on separate page

O History updated
O Problem hst, alergies, medication list
updated
0 Immunizations
0 Up to date
0 Info read and discussed
0 No adverse reactions to prior imm.
O DTaP/DTP O Hib O MMR
O Het or Hgb
00 Reflerrals
O wWiIC
0 Transportation
O Other referrals

(0 Other

Ry SV
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24 Month Preventive Visit Form

batfe NAME _ o DOB R

Allergies: o

Meds:

History Physical Exam /= WNL, X=ABN Screening v=WNL, X=ABN
(Describe abnormal findings)

O Whole milk, cup only
O Solids (serv/day)
_ MecatEgg
_ Veg/Fruit
__ Bread/Cereal
O other
O City water (0 Well water O Bottled water
WIC O Yes O No

Urine Qutput
ONommal O Decrecased

ONormal (0 Diarthea /day
OHard /day

ONormal (8-12 hours)
UOAbnormal

New Symptoms/Problems/Complaints

Anticipatory Guidance Health
Education (/ if discussed)

O Car seat

O Poisons, Ipecac use, Poison control
0 Smoking exposure, Alarms

O Close supervision

O Variety/ Safe table foods
0O No forced foods

O Brush teeth
O Proper use of phone/ER

Social/Behavior

U Parental interaction/Talk/Sing
0 Sclf-care/Self quieting,

0 Exploration/Physicat activity
U Choices/Timits/Time out

O Totlet traimng

Ht . n___ uile
Wit _lbs 0z Yolile
Head Circumference cm __ Youle

(See chart on separate page)
Patient Unclothed O Yes O No

0 Geoeral Appearance

0 Head -
0 Eyes
0 Ears
0 Nose

Developmental/Behavior. m

0 WNL

0 ABN (See separate page)

0 Parental observation/concerns
0 Can see small objects

(0 Parental observations/concerns

O Responds to voice and noise
(parent report)

O Responds to noisemaker (optional)

Impression

0 Oropharynx

0 Guns/Palate

O Neck
C Lungs
0 Heart

0  Abdomen

0 Gemtalia

0 ExtwemiiesMHips

0 Spne

0 Newological

0 SkiNodes

0  Other

0 Well child

O Normal growth

00 Normal development

O Low nisk for lead exposure
0 Low nsk for tuberculosts
0 Other

Plan

0 Additonal documentation on back
O Addrtional documentation on separate page

O History updated
0 Problem List, alergies, medication hist
updated
0 Lnmuntzations
0 Up to date
O Info read and discussed
0 No adverse reactions (o prior imm
O DTaP/DTP O 1PV O Hib
0 HBV OMMR
UHetorHgb
0 Other__
0 Acetaminophen
0 Handouts given (disciphine, et traming)
0 RTC for 3 year well check
O Referrals
0 WIC
O Transportation
0 Other referraly

___mgq 4 hours

{1 Other




3 Year Preventive Visit Form

—
DATE NAME DOB —]
Allergies:

Meds:
History Physical Exam /= WNL, X=ABN Screening /=WNL, X=ABN
(Describe abnormal findings)

0 Food (serv/day)

___ Meavkgg

____ Veg/Fruit

___ Bread/Cercal

0 other
0 City water {J Well water O Bottled water
WIC O Yes O No

ONormal [ Decreased

ONormal {0 Diarthea /day
OHard /day

ONormal (8-12 hours)
OAbnormal

New Symptoms/Problems/Complaints

Anticipatory Guidance Health
Education (/ if discussed)

O Playground/Stranger
0 Scathelts/Booster scats
3 Fires/Bums

0 See Dentist/ Brush teeth
0 Family meals
O Variety/Low fat/Limit sweets

Social/Behavior

O Exploratior/ Physical activity

0 Sociahzation

0 Pruise/ Talking/ [nteractive reading
0 Sibhing refatonships

O Limit TV

He
Wt

m o %atile

Ibs oz Satile

(Sce chart on separate page)

Patient Unclothed 0O Yes O No

@)

a

0

0

a

0

a

General Appearance

Head

Oropharynx

Gums/Palate

Abdomen

Gemtalia

Extremmities/Hips

Spine

Neurological

Skin/Nodes

Other

Developmental/Behavio m

0O WNL
0 ABN

0O Parental observation/concerns

(See separate page)

O Can see small objects
O Ocular alignment
O Visual acuity (optional)
R L. __ Both

0 Parental observations/concerns
O Screening audiometry (optional)
O Screening with noisemaker (optional)

Impression

1J Well child

[} Normal growth

0 Normal development

0 Low nisk for lead exposure
O Low nisk for tuberculosis

0 Low sk for hyperlipidemta

Plan

3 Additional documentation on back

0 Additional documentation on separate page

O History updated
0 Problem list, alergies, medication list
updated
O lmmunizations
0 Up to date
O Info read and discussed
0 No adverse reactions to prior nmm.
O HetorHgh
0 Acetwninophen — mg g 4 hours
C Handouts given (3 year)
O Urinalysis
[J RTC for 4 year well check
(5 Referrals
0 WiC
O Transportation
3 Dental
3 Other referrals

0 Other

Sign




4 Year Preventive Visit Form

DATE NAME _ DOB

Allergies:

Meds:

History Physical Exam /= WNL X=ABN Screening v/=WNL, X=A8N
(Describe abnormal findings)

0 Food (serv/day)

_ MeatEgg

_ Veg/Fruit

___ Bread/Cereal

0 other
0 City water O Well water O Bottled water
WIC O Yes O No

ONormal O Decreased

ONormal [0 Diarthea /day
OHard /day

ONormal (8-12 hours)
OAbnormal

New Symptoms/Problems/Complaints

Anticipatory Guidance Health
Education (V if discussed)

0 Smoking exposure/Alarms
0 Bike helmet
O Safety/Water/Playground/Stranger

O Vanety/Low fat/Limit sweets
0 Sucking habits

0O Sexuahty
Social/Behavior

O Rules for behavior

O Listen/Respect/Interest in activities
0 Household duties/Responsiblities
0O After-school child care

0 Limits/Time out

He m o %ltile
Wi Ibs oz Ylile

(See chart on separate page)

Patient Unclothed O Yes O No

O General Appearance

0 Head
O Eyes I
0 Eas : j

dJ Nose

O Oropharynx

0 Gums/Palate -

0 Neck i
O lungs
0 Heart B

0 Abdomen

0 Gemtaha

00  Extremuues/Hips

0 Spue

0 Neurologscal

O Skin/Nodes

{0 Other

Developmental/Behavio m

0 WNL
0 ABN

0 Parental observation/concerns

(See separate page)

0 Can see small objects
U Ocular alignment
O Visual acuity
R __ L _ Both

0 Parental observations/concems
0 Screeming audiometry, if not done
at 3 years

Impression

0 Well child

O Normal growth

O Normal development

O Low risk {or lead exposure
0 Low nsk for tuberculosis

O Low risk for hyperlipidemia
0 Other

Plan

0 Addwional documentation on back
O Additional documentation on separale page

O History updated
O Problem lisy, alergies, medication hist

updated
O lmmunizations

0 Up to date

O No adverse reactions to prior imm
0 Hetor Hgb
O Urinalysis
0 RTC for 5 year well check
O Referrats

0 wic

J Transportation

0 Dental
2 Other referrals

G Other

S i_»_m
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5 Year Preventive Visit Form

DATE NAME DOB

Allergies:

Meds:

History Physical Exam /= WNL, X=ABN Screening /=WNL, X=ABN
(Describe abnormal findings)

O Food (serv/day)

__ MeatvEgg

T Veg/Fruit

_ Bread/Cereal

___ Millk/Dairy

0 other B
3 City water (O Well water 0 Bottled water
WIC O Yes O No

ONormal [ Decreased

ONormal (O Diarrhea /day
(OHard /day

OAbnormal
New Symptoms/Problems/Complaints

Anticipatory Guidance Health
Education (/ if discussed)

0 Pedestnan/Playground/Stranger
0 Car secat/Seat belt/Bike Helmet

O Healthy meals and snacks
{0 Dental sealants
0 Family meals

0 Adequate sleep/Physical activity
0O Tooth care/Dental exams
O Curosity about sex

Soclal/Behavior

0 Family Rules/Respect/Right from wrong
0 Praise/Encourage

{0 Handle anger/Contlict resolution

0O Prepare chuld for school

O Tour school/Meet teachers

O Affection

Ht in _ Yetife
Wt Ibs 0z Yolile
(See chart on separate page)

Patient Uaclothed O Yes O No

0 General Appearance

1 Head

O Eyes
e
0 Nose

00 Oropharynx

0 Gums/Palate -

Developmental/Behavio m

O WNL
O ABN

0 Parental observation/concerns

(See separate page)

O Can see small objects

0 Ocular alignment

O Visual acuity (optional)
R L _ _ Both

0O Parental observations/concerns

3 Screening audiometry, 1f not done
at 3 or 4 years

Impression

0 Wetl child
0 Normal growth

0 Neck
. 0 Normal development
- — O Low nsk for lead exposure
O Lungs - 0 Low ask for tuberculosis
- O Low risk for hyperlipidemia
0 Heant  Other
00 Abdomen _
Plan

0 Genitaha

a E,;lrcmrmcrs/] fips

0 Spwne

U Neurological _

O SkivNodes

0 Other

3 Additonal documentation on back
0 Additional documentation on separake page

{3 History updated
O Problem st alergies, medication hist
updated
O Immunizations
0 Up o date
O Info read and discussed
0 No adverse reactions o prior imun
ODTaP/DTP O IPV O HBV O MMR
3 Other
O Hetor Hgb
auaA
o Prn
O Lead level _meg/dl
0 Unnalysis
0 RTC for 6 year well check
O Referrals
O Transportation
J Dental
0 Other referrals
0 Other

Sign

Y.
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6-10 Year Preventive Visit Form

{Describe abnormal findings)

DATE NAME DOB

Allergies:

Meds:

History Physical Exam /=WNL, X=ABN Screening /=WNL, X=ABN

J Food (serv/day)
__ MeatEgg
___ Veg/Fruut
__ Bread/Cereal
___ Milk/Dairy
0 other
0 City water O Well water (0 Bottled water

ONormal 0 Decreased

ONormal 0O Darrhea /day
OHard /day

ONormal (8-12 hours)
OAbnormal

New Symptoms/Problems/Complaints

“ ' |

Anticipatory Guidance Health
Education (v if discussed)

3 Secatbelts/Bike helmet/Water/
Neighborhood/ Sports

0 Matches/Poisons/Guns

3 Dental emergency care

O Drugs/Alcohol/Tobacco

0 Food choices (Fruits, Veg, Grains)
[0 Adequate Calcium

O Adequate sleep/Exercise/
Physical activity

J Personal space

O Puberty/Sexual development

O Personal hygiene

Social/Behavior

O Limut TV

O Self discipline

J Chores

0O Reading/Hobbies/Talents

0 Community and school programs
0 Positive interactions with adults
O Know child’s friends/families

0 Reasonable expectations

0 Time out restrictions/Rewards

Ht n__ %ltile
Wit Ibs
(See chart on separate page)

oz Yalile

Patient Unclothed O Yes (O No

O General Appearance

0 Head
0 Eyes
a FA;S

a N:v;c

0 Oropharynx

0 Gumns/Palate

8] {\I;ck D S
O Lungs } .
0 Hean t

0 Abdomen _

0 Gemtalia

0 Extemuties/Hhps

0 Spme

() Neurological _

0 Skin/Nodes

0 Other

Developmental/Behavio m

0 WNL
0 ABN

G Parental observation/concerns
O Visual acuity
R L Both

{0 Parental observations/concerns
0O Screening audiometry, if not done

(See separate page)

previously

Impression

0 Well child

U Normal growth

O Tanner Stage

0 Normal development

O Low nisk for wherculosis

O Low risk for hyperlipidemia
0 Other

Plan

' Additionat documentation on back

C Additional documentation on separate page

O History updated

[0 Probiem list, alergics, medicanon it
updated

0 Imrmunizations
0 Up to date
O Info read and discussed
0 No adverse reactions to poor imm.,
OTd 0OIPV U HBV
0 MMR O Varuvax

0 Other___

O Hetor Heb

g ua

a PPD

0 Schoot Forms complcted

3 Uninalysis

0 RTC for well checkin 41
0 Referraly
U Transportation
J Dental
O Other referrals
O Other
Stgn

RO
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10-14 Year Preventive Visit Form

DATE NAME DOB

Allergies:

Meds:

History Physical Exam /= WNL, X=ABN Screening /=WNL, X=ABN
(Describe abnormal findings)

0 Food (serv/day)
__ Meat/Egg
__ Veg/Fruit
____ Bread/Cereal
___ Milk/Dairy
0 other
O City water 0 Well water O Bottled water

ONommal [0 Decreased

ONormal [ Diarthea /day
[JHard __/day

ONormal (8-12 hours)
OAbnormal

OPremenarchal
(ONormal
OAbnormal

New Symptoms/Problems/Complaints

Anticipatory Guidance Heaith
Education (/ if discussed)

0 Seatbelts/Helmets/Sunscreen
O Weapons

O Vanety/Limit sweets

0 Adequate fron in females
O See Dentist

0 Weight management

O Weight training/Changes
O Adequate sleep/Exercise

O See Dentist

O Stress/Nervousness/Sadness
0 Alcohol/ Drugs/ Tobacco

0 How to say no/Abstinence
0 Sexual feelings normal

0O Body changes
Social/Behavior )

O Famuly time

O Peer pressure/Refusal

O School activities

0 Religious/Calturai/Volunteer activities

Ht n___ %lile

Wt Ibs oz Yotile
(See chart on separate page)

Patient Unclothed 0 Yes O No

0  General Appearance

O Head
O Eyes
O Ears )
0 Nose

a Or()phuryn,;( -

Developmental/Behavior: m

0 WNL

0 ABN (See separate page)

(J Parental observation/concerns
O Visual acuity
R L __ Both

0 Parental observations/concerns
O Screening audiometry, if not done
previously

O Patient concerns
0 Visual acuity
R L Both

O Gums/Palate o
O Patient concerns
1 Neck 0 Screening audiometry, 1f not done
- previously
0 Lungs Impression
(0 Heart —
O Well adolescent
- 0 Normal growth
d Abdomen 0 Tanner Stage_

{1 Genitaha

(0 Extemities/Hips

0 Spine

0 Neuwrological

0 Skin/Nodes

0 Other

0 Normal development

0 Low nsk for tuberculosis

0 Low nisk for hyperlipidemia
0O Other

Plan

J Addiuonal documentation on back
0 Additional documentation on separate page

J History updated
{0 Problem lis, alergics, medication hist
updated
O Immumzations
O Up o date THBVO Td
0 MMR O Vanieella
0 Other__
O Hetor Hgh__
0O uA
aireD
0 School Forms completed
0 Urinalysis
0 RTC for well check
O Referrals
0 Transportation
O Dental
0O Other referrals

Sign




14-20 Year Preventive Visit Form

DATE NAME DOB _

Allergies:

Meds:

History Physical Exam /=WNL, X=ABN Screening v=WNL, X=ABN
{Describe abnormal findings)

O Food (serv/day)
__ Meat/Egg
_ Veg/Fruit
___ Bread/Cereal
___ Milk/Dairy
0 other

o
=)
3
£
£
&
-
O
§
b3
[}
a
=]
w
(=]
2
&
£
]
o

{ONormal 0 Decreased

{ONormal (O Diarthea /day
CHard /day

|
J

ONormal (8-12 hours)
DAbnormal

[OPremenarchal
ONormal
OAbnormal

New Symptom: blems/Complaints

H

Anticipatory Guidance Health
Education (/ if discussed)

{0 Seatbelts/ Speed limits

0 Self protection

(O Sun screer/ Tanning salons
(1 Job safery

(JAlcohol Drugs/ Weapons
OAthleuc conditoning/ Fluids

O Food choices
O Weight management
O Three meals a day/Nutnuous snacks

OLunu TV

O Bunth conuol/STDs/Saler sex
[J How to say no/Absunence
(0 See Denust

[ Suess/Nervousness/Sadness
O Sexual feclings normal
JAlcohol/Drugs/Tobacco

0 Gay/lesbian issues

Sacial/Behavior

OTrust feehngs/Tasten 1o [mends/Adults

(0 Handle anger/Conilict resotution

0 Frustrations/Dropping out

(3 Future plang/College/Career

O Respect others, parents” lunus/Consequences
[ New skill/Talents

0 Health care consumer

Ho i %le
Wit Ibs oz Yottle
(See chart on separate page)

Patient Unclothed O Yes O No

0O  General Appearance

0 Head -
0O Eyes
0 Eass
O Nose *:-_
O Oropharynx

O  Gums/Palate

[0 Neck
0 Lungs o
0 Heart

0  Abdomen

(3 Genitaha

0  Extremities/Hips

I Spine

0 Neurological

O Skin/Nodes

Developmental/Behavio m

0 Sexual development and behaviors

O (abstinence, STD prevention, BC)

 Tobacco/Alcohol/Substance/Anabolic
steroid use/avoidance

0 Body image and dicting patterns

0 Emotional, physical and sexual abuse

0 Emotional (Depression, Anxiety)

(0 School/Work problems

0 Peer relationships

O Family relationships

(J Patient concerns
0O Visual acuity
R L ___ Both

Hearing

0 Patient concerns
O Sereening audiometry, if not done
previously

Impression

O Well adolescent
0 Normal growth
0 Tanner Stage
(1 Normal development

O Low sk for tuberculosis

0 Low nisk for hyperfipidemia
0 Other

Plan

0 Addiuonal documentation on back
O Additional documen:ation on separate page

O History updated

0 Problem Lisy, alergies, medication hst
updated

O lmmunizatons
0 Uptodated HBVQO Td
0 MMR O Varnicella

O HetorHgb
[BROF
aIprD
0 School Forms completed
0 Urinalysis
0 RTC for well check
O Referrals

0 Transportation

0 Dental

O Other refermais
O Other

(%}
o




Recommended Childhood Immunization Schedule
United States, January - December 2001*

Vaccines are listed under routinely recommended ages. indicate range of recommended ages for
immunization. Any dose not given at the recommend: e should be given as a "catch-up” immunization at
any subsequent visit when indicated and feasible. & indicate vaccines to be given if previously
recommended doses were missed or given earlier than the recommended minimum age.

accine:

Hepatitis B

Diphtheria,
Tetanus,
Pertussis

H influenza Hib Hib Hib
Type b

Inactivated IPV PV -
Polio

PV

Pneumococcal PCV PCV
Conjugate

Measles, Mumps MMR @
Rubelia
Varicella 0 ‘
Hepatitis A Hep A - in selected areas

* Approved by the Advisory Committee on Immunization Practices (ACIP), the American Academy of
Pediatrics (AAP), and the American Academy of Family Physicians (AAFP).

|



1. This schedule indicates the recommended ages for routine administration of currently licensed childhood
vaccines as of 11/1/00, for children through 18 years of age . Additional vaccines may be licensed and
recommended during the year. Licensed combination vaccines may be used whenever any components of
the combination are indicated and its other components are not contraindicated. Providers should consult
the manufacturer's package inserts for detailed recommendations.

2. Infants born to HBsAg-negative mothers should receive the 1st dose of hepatitis B (Hep B) vaccine by age 2
months. The 2nd dose should be at least one month after the 1st dose. The 3rd dose shuid be administered
at least 4 months after the 1st dose and at least 2 months after the 2nd dose, but not before 6 months of age
for infants.

Infants born to HbsAg-positive mothers should receive hepatitis B vaccine and 0.5 mL hepatitis B immune
globulin (HBIG) within 12 hours of birth at separate sites. The 2nd dose is recommended at 1-2 months of
age and the 3rd dose at 6 months.

Infants bom to mothers whose HbsAg status is unknown should receive hepatitis B vaccine within 12 hours of

birth. Maternal blood should be drawn at the time of delivery to determine the mother's HbsAg status; if the

HbsAg test is positive, the infant should receive HBIG as soon as possible (no later than 1 week of age).

All children and adolescents who have not been immunized against hepatitis B should begin the series during

any visit. Special efforts should be made to immunize children who were bom in or whose parents were born

in areas of the world with moderate high endemicity of hepatitis B virus infection.

3.The 4th dose of DtaP (diphtheria and tetanus toxoids and acellular pertussis vaccine) may be administered as
early as 12 months of age, provided 6 months have elapsed since the 3rd dose and the child is unlikely to
return at 15-18 months. TD (tetanus and diphtheria toxoids) is recommended at 11-12 years of age if at least
5 years have elapsed since the last dose of DTP, DtaP or DT. Subsequent routine TD boosters are
recommended every 10 years.

4 Three Haemophilus influenzae type b (Hib) conjugate vaccines are licensed for infant use. If PRP-OMP
(PedvaxHIB or Comvax [Merck]) is administered at 2 and 4 months of age, a dose at 6 months is not required.
Because clinical studies in infants have demonstrated that using some combination products may induce a
lower immune response to the Hib vaccine component, DtaP/Hib combination products should not be used for
primary immunization in infants at 2, 4 or 6 months of age, unless FDA-approved for these ages.

5. An all-IPV schedule is recommended for routine childhood polio vaccination in the United States. All children
should receive four doses of IPV at 2 months, 4 months, 6-18 months, and 4-6 years of age. Oral polio
vaccine (OPV) should be used only in selected circumstances. (See MMWAR May 19,2000/49 (RR-5); 1-22).

6.The-heptavalent conjugate pneumoccal vaccine (PVC) is recommended for all chiidren 2-23 months of age. It
also is recommended for certain children 24-59 months of age. (See MMWR Oct. 6, 2000/49(RR-9); 1-35).

7. The 2nd dose of measies, mumps, and rubella (MMR) vaccine is recommended routinely at 4-6 years of age
but may be administered during any visit, provided at least 4 weeks have elapsed since receipt of the 1st
dose and that both doses are administered beginning at or after 12 months of age. Those who have not
previously received the 2nd dose should complete the schedule by the 11-12 year visit

8. Varicella (Var) vaccine is recommended at any visit on or after the first birthday for susceptible children, i.e
those who lack a reliable history of chickenpox (as judged by a health care provider) and who have not been
immunized. Susceptible persons 13 years of age or older should receive 2 doses. given at least 4 weeks
apart.

9. Hepatitis A (Hep A) is shaded to indicate its recommended use in selected states and/or regions, and for
certain high nsk groups; consult ycur local public health authority. (See MMWR Oct. 1, 1999/48(RR-12),

1.37)

For additional information about the vaccines listed above, please visit the National Immunization
Program Home Page at http://www.cdc.gov/nip/ or call the National Immunization Hotline at
1-800-232-2522 (English) or 1-800-232-0233 (Spanish).
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EPSDT Billing Guidelines

Coding Early and Periodic Screening, Diagnostic, and Treatment (EPSDT) services using
appropriate preventive CPT  codes will ensure providers receive the highest level of benefits
possible.

reventive.coUes st o

New Patient Established Patient
99381 under one (1) year 99391 under one (1) year
99382 1-4 years 99392 14 years

99383 5-11 years 99393 5-11years

99384 12-17 years 99384 12-17 years
99385 18-39 years 99395 18-39 years
Rewborm;CareyHistoryzand Examination) S

99431

NomNallNeWhONMTCATE i e Ptk
99432

Providers are allowed to bill these services under Evaluation and Management (E&M) codes
with diagnosis codes V20-V20.2, V70.0, V70.3-V70.9, but reimbursement may be at a lesser
rate than if billed using preventive codes.

Evaluation&iManagement.codes 2amg

New Patient Established Patient
99201 99211
99202 99212
99203 99213
99204 99214
99205 99215

Note: Providers should bill a preventive code plus an Evaluation and Management
code with Modifier 25 when the visit includes both preventive care and services for an
exhibited illness or condition.

CPT™ s a trademark of the American Medical Association

Sample copies of preventive services filed on a HCFA-1500 claim form follows:




Sample HCFA-1500 Claim Form

PLEASE
DO NOT
STAPLE
IN THIS
AREA

[ Twes

HEALTH INSURANCE CLAIM FORM pca (1T

APPROVED OMB 0318 Q008

! MEOKIARE MEDICAIL CHAMPUS CHAMPVA

(Aochcare #) (Maccaxt #) D {Sponsor's SSN] [ | (vA Fia 8} D (SJNor/O}

0”0‘”' FECA QTHER

EALTH PLAN

1a INSUREDS 1D NUMBER

A123456789

(FOR PROGHAM IN ITEM 1]

2 PATIENT S NAME (Last Name Fust Name Meadie Inmai}

Doe, Jane

BLK LUNG
{SSN) D {10}
1 PAm NT S BIHTH DME

. s€x

T 71!90 M "

% INGURED G NAME (Last Nama, Frst Nama. Madie i)

S PATIENT'S ADORESS (No . Street}

123 Main Street

6 PATIENT RELATIONSGHIP TO INSURED

Sen [ Spouse[ ] onmaix]  omef ]

7. INSURED'S ADORESS (No.. Street)

ey STATE |8 PATIENT STATUS [siiag STATE
Any town TN Slvq‘o[g] Marrred f] Other |—j
1P COOE TELEPHONE [Wxiude Asea Cooe) ’_I-IP COOC TELEPHONE (INCLUDE AREA CCOE)
Employed Ful Tme Part-Tane —
12 3 45 ( ) Studert | “*] Stateot l :] ( )

9 OTHERINSUHED S NAME (Last Nama f st Name. Maddke Wi}

2 OTHER INSURED S POUICY OR GROUP NUMBER

b OTHER INSURED S OATE OF BIRTH SEX
MM, 00 YY F
L [ 1

c tMPLOVEH S NAME oR J(,M)o( NAME:

10 1S PATENT S5 CONDITION RELATED TO

2 EMPLOYMENT? (CURRENT OA PREVIOUS)

D YES [X] NO

b AUTQ ACCIDENT? PLACE (Siale)

D YES @(Jrco .

J

Tl OTHER ACCIIENT?

mvts E}NO

11 NSURED S POUICY GROUP (R FECA NUMBER

a INSURED'S DATE OF B1ATH SEX
MM, D0, YY :

P “[ gl

b EMPLOYER S NAME OR 50 HOOU NAME

€. INSURANCE PLAN NAME OR PROGRAM NAME

4 INGURANCE PLAN NAME OH FROGRAM NAME

100 F GERVED FOR LOCAL USE

ACTH BEN

4 5 THEHE ANOTHUH

[j YES LX] NO et (e 10 A COmpiate tem Y a d

READ BACK OF FORM BEFORE COMPLE TING

& SICNING THIS FORM.

12 PATIENTS OR AUTHORALED PEASON S SIGNATURE | authonts M felease of aly MedcHl of oihet mmomalon neesiay
10 process Mrs clann 1 240 request Payment of Qovernment Denebls ~iur 10 Mysel Of 10 e PATY wha ACCEPEs ALsagrTiont

13 INSURED'S OR AUTHORIZED PERSON S SIGNATURE 1 authange
PAYMOnt of Meaxtual Deaneits 10 e underugned Phy O of Sugpber lor
Sarvaces GeiCrtnd bmiow

betow
SIGNED | | L. L OATE I e SIGNED R . e
14 DATE OF r\mm NT HINESS (Fast symprom) OH 19 PATIENT HAS HAD SAIME ()H SIMILAR L ENESS | 16 DATES PAH(NI UNAE T WORK IN cuaus NT ()l CUPAH()N
MM DD INJURY (Acrasen] OR GIVE FIRGT DATE MM . oYY VoYY Yy
! 9 9 PAE GNANC Y(LMP) . ‘ rn()u . : 0 |
17 NAME OF REFEREING SKCLAN OH OTHER SOURCE 172 10 NUMBER OF REFEHRING PHYSKIAN 18 HOSPITALIZATION DATE S HECATED TO CUARENT SERVICES
MM DO YY MM DO, Y
FROM ' . 10 . !
. - L 1

19 RESERVFD FOR LOCAL USE

20, OUTSIDE LAR? Ty CHARGES

[Jrs [ |

21 DAAGNOSIS OH NATUHE O‘~ MLN? 5508 N)UHY (RLLATE ITEMS 123 OH 4 TO ITEM 24£ 8Y UNC) — 22 MEOKCAID RESUHMISSION ~ ~
1 ORIGINAL REF NO
, WV70 O I .
) 23 PRIOA AUTHORZATKON NUMBER
N LI S —
R (5 —_o_ € T E
DATE(S) OF 4 flace | Type |PROCEDURES SERVICES. OR SUPPUES| 4 nosis 50T RESERVED FON
From ot at {€ 1plam Urnssual Cocurmstances) CONE o8 LOCAL USE
MM 00 YY MM 00 YY [SenwdSence] CPIMCPCS | MOOIFKR |
| ) . . !
8. 1:99) . ]11{01]|99381 | 1 X
" s i Rk - L
| ) ‘ . l .
' ! v 1 ’ —
| . ' ‘ ! [ i
[ —— L — JS . i RS —
i
! ‘
| : : . | X '
e IR L : —— Wﬂ
‘ ' . ] J ! |
A 1 - . -+ L ———t
i
.
: I : . X |
R 1 o E— L. el e SRR -
X5 FEOERAL TAX 1D NUMBER EN 26 PATIENT'S ACCOUNT NO 27 ACCEPT A.‘):,K)NMI-NT; 8 TOTAL CHARGE 29 AMOUNT PAID 30 BALANCE DUE
L A, see ack) . ,
NS 1234567890 H]m [ s125.00; : R !
- 4 — -

31 SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OH CREDENTIALS

12 NAME AND ADDRESS OF F
RENDEFED (f othex than horme of ofhce)

TLITY WHEQE SERVICES WEHE

31 PHYSICIAN'S ‘UW’UFR
& PHONE #

(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE Bb8)

PLEASE PRINT OR TYPE

FORM HCF A 1500 (12 90)
FORM QWCP 1500 FORM RRY 1500

DL UG AN AO CIIRMI (€M L IFAm s vy

D (lcmvtdy that Ty S1IeMenLS 00 T rewer 5o
400y 10 thes bl and are made 3 part theveal ) John Doe
34567 . "
SIGNED DATE | pine 12 GHPY A




Sample HCFA-1500 Claim Form

PLEASE
CO NOT
STAPLE
IN THIS
AREA

FFPC‘

HEALTH INSURANCE CLAIM FORM

APPROVEL OMB-0318 0008

pca (1]

1. MEDICARE MEDICAID CHAMPUS CHAMPVA

(Merbcave £) D (Meocad £) D (Sponsar s SSN} r“] (VA Fie #)

GROUP FECA OTHER

HEALTH PLAN BLK LU
{

SSN or 10) [ ] (SSN;NGD (40}

1a. INSUREDS 1.0 HUMBER

B987654321

(FOR PAOGRAM N ITEM 1)

2 PATIENT S NAME (Last Name Fust Name Mg Indai)

Dce, John

T PANENTS BRTHOATE
[Viva x

LYY SE
7 2798 wK| (]

4 INSUREDS NAME (Last Nama Fast Name lexfle fonal)

5 PATIENTS ADORESS (No Sireet)

123 Main Street

6 PATIENT RELATKONSHIP TO MSURED

set (] some[) o] omel]

7. INSUREQ'S ADORESS (Na | Street)

ciry STATE |8 PATIENT STATUS cCiTy
| Anytown TN Seq(X]  marwa [ ] Omer (7]
2P COCE TELEPHONE (inchuse Asea Coxle} ZiP COOE TELE PHONE (IMCLUDE AREA CODE)
Emplayed Full-Tirne Pan-Tume
12345 ( ) [ o (] _Saxws [ ] ()

[ GTHER INSURED § NAME [Last Narme. Fust Name kst i}

——
3 OTHER INSURED S POLICY OR GROUP NUMBER

—
5 OTHER INSURED S DATE OF BIRTH sex
MM, DO Yy i B

0 0 M

. j [

NAME OH SCHOOU NAME

10 G PATIENT 5 CONUITION RELATED TO

2 EMPLOYMENTY (CURRENT OA PAEVIOUS)

D g

o AUTO ACCIOENT?

Dves Ereo T

© OTHER ACCIDENT?

[,— YES Eﬂw)

11 INSURED S POLICY GROUP OH FECA NUMAER

PLACE (State) (B EMPLOYER S NAME GH SCHOOL NAME

a4 WSURED'S OATE OF BIRTH SEX
v DO Yy

P “LJ r0J

¢ INSURANCE PLAN NAME O PROGRAM NAME

I ~
d INSURANCE PUAN NAME OR PROGHAM NAME

10d AESERVED FOR LOCAL USE

d 5 THERE ANOTHE A HEAL TH BENEFIT PLAN? X

{j YES Qq NO M opest return 10 g Comlete tem 9 a g

READ BACK OF FORM BEFORE COMPLETING

L SIGNING THIS FORM.

12 PATILNTS OF AUTHORIZED PEASONS SIGNATURE | 3uthonre he reiedse of any meduiat O 06Ner @ThMADON NOCESIAY
0 PrOCETS thes Clasn | AR (eQUEST PAYMEN Of QUveTDent henehTs edher 10 mysell of 10 e Pty Wi 2CTEES s sagrenery

13 MSURED S5 OA AUTHOALZED PERSON'S SIGNATURE | authorze
PAymant of Mecxzal Deveetats 10 e Urcder et phy Saian of suppies kor
SenOEs GeICrtred betow

bDetore
SIGNED . _ . DATE e SIGNED
14 DATE OF CURRENT WLNE S (F w5t symgsom) OF o i PATILN] 1AD HAD SAMC OR SRATAR LLNESS | 16 DATES PATIENT UNABLE 10 WORK 1N CURRENT OCCUPATION
MM o 0D oYY INJURY (Accssem) OF GIVE FIHST OATE MM 00« YY M D :YY [ ' Yy
8 LQ 9 PHEGRANCY (L MP) ' | FROM ‘ ! 10 ' ,
7 RAME OF AEFERAING PHYSICIAN OR OT At A SOURCE 172 10 NUMBERA OF AEFERAING PHYSICIAN T8 FOSPITALIZATION DATLS AEUATED TO CUMRENT SERVICES
MM, DO, YY MM DD, YY
FROM ) , o . .

: 1

19 RESENVED FORLOCAL USEC

T20 oUTsi0E LABY

§ CHARGE S

[Jres [(Jro l i ]

V70 0 )

EONCAID RE SUBMISSION
CODE QRIGINAL HLF NG

Z] PHIOR AUTHORWZATION NUM;&[ R

B = € ) w‘; G“iA_‘H ) | :
k- R S U S ) SR
_ DATE(S) OF SERVICE PAOCEDURES. SERVICES, OR SUPPLIES DAAGNOSAS, DAYS [EPSH ¢
i From To (E splaet Unosissl Corcumstances) CO0E 5 CHARGES R A 2V !
| M 00 YY MM 00 CPTMCPCS | MOOIHIER - _JUNITS| Plan :
= T — T .
I ‘ . . C
8. 2.:99 ‘ . 99391 , 01} X ¢
P s — e —— L
81 299 . 1 11]01{99%212 125‘. 01 ¢
' " ‘ . ' " iy
i -
C
Lo S | ! ¢
L. " i — e — — -
1 ‘ ¢
. . . . | 0
| . . ! | X | C
. N . L IR U S ——— q-
] :
! M
. . . ' .
. . . ) i A . ¢
1 1 — 1 —— — 6
I | 5
! 1
. . ' . !
} . ' . ' . ) L ¢
A A4 -1 e - —d ——
|2': FEDERAL TAX 1D NUMBER SON EIN 26 PATIENT'S ACCOUNT NGO 27 ACCEPT ASSIGNMENT? - fog TOTAL CHARGE 29 AMOUNT PAID 30 BALANCE DUE
(For govt. cuauns. seu back] ; } .
(J1] 0987654321 [ves [] ™o $200.00] ; 1 s !
13 PHYSICIANT, SUPPLIER'S BILLING NAME ADORESS 2P

It SKGNATURE OF PHYSICIAN OR SUPPLIER

| 32 NAME AND ADDRESS OF FACILITY WHERE SEAVICES WERE

INCLUDING DEGREES OR CREDENTIALS | RENDERED (1 oher than hoo e or offxce]

I
‘ (1 oty Tat he stataments on he (aversa
l ApOty 10 s Diil 3 ae M3se a part heveol |

& PHONE #
Jane Doe

e

(APPAOVED BY AMA COUNCIL ON MEDKCAL SERV'CE 888)

SUINED DATE | P\N'76543 21 GRPr |
FORM HCFAIS00 (12 90
PLEASE PRINT OR TYPE FORM OWCP 1500 FORM RAB 1500

R.




Mental Health Screening Component of EPSDT

An effective developmental/behavioral screening tool should be easy to use during the
course of an EPSDT screening visit and have sensitivity, specificity, and reproducibility.
The EPSDT Guidelines Committee of TennCare® included behavioral health and primary
care practitioners who researched this issue thoroughly. Their recommendations of
screening instruments mirror other states and institutions and are discussed in the EPSDT
Guidelines (see previous section). The Pediatric Symptom Checklist (PSC) and Parents
Evaluation of Developmental Status (PEDS) have valid studies attesting to their use as
screening tools, are easy to learn, and are widely available. The screening tests proposed
rely heavily on observations of the child’s caregivers. In issues of state custody, the
person bringing the child to the initial EPSDT exam may not have had sufficient contact
with the child to give an adequate history. Regardless of the type or complexity of test
used, the provider will be hampered by lack of history. Therefore, any initial behavioral
screen must take this issue into account and the practitioner may need to rescreen the
child after an appropriate length of stay in a foster care setting. Referral to a behavioral
health provider should be made whenever the child’s screening tests indicate a problem
the BPN practitioner does not feel comfortable treating or whenever the practitioner, DCS
worker, or foster parent feel it is indicated.



Developmental & Behavioral Screening

Developmental and Behavioral Sereening .|
Frances Page Glascoe, Ph.D. Nashville, TN
Henry Shapiro, M.D., St. Petersburg | FL

Overview
About 16% of children have disabilities such as speech-language impairments, mental retardation,
learning disabilities, and emotional/behavioral disturbance. Although such children are twice as
likely to seek health care than children without disabilities, only half are detected prior to school
entrance. The reasons are understandable: Most disabilities are subtle and children who have them
often appear to be developing normally especially at younger ages.

Nevertheless, underdetection is unfortunate because it eliminates the possibilities of early
intervention. Children who participate in early intervention programs prior to kindergarten are
more likely to graduate trom high school, hold jobs, live independently and to avoid teen
pregnancy or delinquency. These positive outcomes save socicty between $30,000 to $100,000
per child.

[n order to improve pediatricians’ ability to detect children with developmental and emotional/
behavioral problems, the American Academy of Pediatrics Committee on Children with
Disabilities recommends the use of standardized screening tests at each well visit. However, most
pediatricians find the more popular measures too lengthy to give routinely. Many such measures
also lack accuracy and fail to sensitively identify children with ditficulties.

Fortunately, several recently published tools are far more suitable for busy pediatric otlices because
they are both quick and accurate. Several take only a few minutes to give and improve on existing
detection rates by 25% to 30%.

Who Should Be Screened?

Contrary to some beliefs, low-income parents and those with limited education can complete
parent-report screens. The results can be as useful as screens completed by parents with higher
levels of education. Asking parents (in their primary language) 1f they would prefer to have some
one go through the measure with them should circumvent literacy barriers.

On a similar note, screening tests work best in populations with moderate levels of risk for
disabilities, such as low income, limited education, families with lots of other risk factors such as
mental health problems, single parents, many children in the home, and unemployment.

[tis possible to identify groups with very high or very low levels of risk by noting the presence or
absence of parental concems. It is not a good idea to administer additional secondary screens to
these high and low risk groups. Sensitivity or specificity will fall out of the acceptable ranges of
70% to 80%. If a clinician is able to discover whether a parent is concermed or not, referral or non-
referral decisions can be made immediately in approximately 80 per cent of the cases, with
additional screening reserved for the remaining 20 per cent.

Nevertheless, eliciting parents’ concerns is tricky in itself. Parents” do not respond well to some
terms (e.g., do you have any worries about your child’s development?) For this reason, one tool,
described below, uses carefully standardized and validated questions.




Pitfalls of Screening

There are three major pitfalls of screening:

1. Waiting until a problem is observable. Clinicians often use screening tools only after they’ve
noticed a problem. If the problem is obvious, referring may be the best response. Screening
such children may compound rather than reduce the error in both clinical judgment and
screening tools.

2. Ignoring screening results. Many times, screening test results are not taken seriously and
children who fail are not referred but rather viewed with a wait and see attitude. Good
screens are right 70 to 80 per cent of the time. There is no evidence to support “temporizing”
in such a situation, and harm could result from delayed diagnosis and intervention.

3. Relying on informal methods. Informal tools such as checklists often contain items sure to
miss most kids with problems (such as the checklists on many encounter forms). These are
often based on instruments such as the original Denver Developmental Screening Test, which
missed up to 50 per cent of mental retardation and 70 per cent of language impairment.

Checklists provide no validated criteria for referrals, and have unknown reliability. Validated and
standardized tools carry the burden of proof that informal measures lack. We would never sclect
tools for blood lead or other medical screens with questionable or unknown levels of accuracy.
Why do we do this with development?

Summary
Developmental and Behavioral screening is a well-developed technology. These instruments are
superior to informal methods that are now being used in many offices. Many instruments are also
available in Spanish, and some in other languages. We have fisted a number of valid and reliable
screening instruments that are suitable for oftice use.

References
Developmental and Behavioral News, Frances Page Glascoe, Ph.D. and Henry Shapiro, M.D.

http://www.dbpeds.org., Pediatric Development and Behavior Homepage, sponsored by Maternal
and Child Health Bureau and American Academy of Pediatrics
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S I D

Psychosocial Problems, Screening, and the
Pediatric Symptom Checklist
by Michael Jellinek, M D and J Michael Murphy, £d.D. Boston, MA

Introduction
Pediatricians have long been an important first resource for parents who are worried about their
children’s behavioral problems. Primary care providers in managed care settings assume an even
greater “gatckeeping” responsibility to identify, manage and refer children with emotional and/or
behavioral disorders. Yet, recent studies estimate that only about 50% of these children are identi-
fied by their primary care physicians and that once identified, only a fraction of these children
receive appropriate mental health treatment.

12-25% of all American school-age children and 13% of preschoolers have an emotional and/or

behavioral disorder. The rates of psychosocial impairment are higher in risk groups such as low

income and/or single parent houscholds. A number of studies have documented an increasing

prevalence of behavioral and emotional problems in the U.S. and other countries in children and

adults. Despite the growing burden of psychosocial morbidity, pediatricians often may not receive i
adequate training concerning psychosocial problems, are hesitant to attach potentially deleterious :
labels to children, do not have time during office visits to address psychosocial needs, and may

have limited access to mental health referral networks.

There has been increasing attention on psychosocial problems. Organized medical education
groups have increased the behavioral training requirements. Publications such as Bright Futures,
and the Diagnostic and Statistical Manual for Pnimary Care may help to increase awareness of
psychosocial morbidity over the long-term, but as of now primary care pediatricians still struggle
to provide psychosocial services.

Managed care and the increasing focus on productivity and profitability are creating additional
pressure for pediatric clinicians to Himit attention on psychosocial problems. One way to counter
balance these pressures is to use a parent-completed screening questionnaire as part of routine
primary care visits which would facilitate recognition of psychosocial problems. The Pediatric
Symptom Checklist (PSC) was developed to serve this purpose.

Whatis the PSC?

The PSC is a one-page questionnaire listing a broad range of children’s emotional and behavioral
concerns that reflects parents” impressions of their children’s psychosocial functioning. In a num-
ber of validity studies, PSC case classifications agreed with case classifications on the Child
Behavior Checklist (CBCL), Clinicians” Global Assessment Scale (CGAS) ratings of tmpatrment,
and the presence of a psychiatric disorder in a variety of pediatric and subspecialty settings repre-
senting diverse soctoeconomic backgrounds.

Compared with the CGAS, the PSC has 79% agreement for middle income children and 92%
agreement for lower income children. Sensitivity 1s 95% for middle income and 88% for lower
income and specificity 68% for middle income and 100% for lower income children.

Studies using the PSC have found prevalence rates of psvchosocial impairment in middle class or
general settings of about 12%, quite comparable (o national estimates of psychosocial problems.
Some investigators have recommended that the PSC should be considered “basic office equip-
ment” in pediatrics and others have argued that the PSC should become a mandated part of all
well-child visits in managed care settings or large programs like Medicaid EPSDT.



Several states (¢.g., Arizona, Massachusetts) now recommend the PSC or other brief questionnaires
for psychosocial screening during EPSDT, and a number of HMO's (Kaiser of Northern California,
Neighborhood Health Plan of Massachusetts) are piloting the use of the PSC as a routine part of
well-child visits. The PSC is also being used as a part of annual screenings in a variety of non-
health care settings like Ventura County, California Head Start.

Use in Practice
The PSC is designed to be administered in the waiting room and scored by a receptionist or clinical
aide. A positive score reflects a high likelihood that a child is having significant psychosocial
dysfunction. Although certain responses may suggest a diagnosts, the PSC is a screening tool and
not diagnostic. If positive, the clinician should pursue a brief interview reviewing the child’s major
areas of functioning (school, family, activities, friends and mood). If this brief interview supports
the PSC findings, the clinician then decides whether a follow-up appoiatment, further evaluation or

referral 1s indicated.

Administration and Scoring

The Pediatric Symptom Checklist obtains parents” reports of children’s behavioral/emotional
problems on 35 items that describe specific behaviors and emotions. Parents rate their child for
how true each item is using the following scale: 0= not true (as far as you know); I=somewhat or
sometimes true; 2=very true or often true. For school aged children 6-16 years, a total score of 28
or higher is taken as an indication of significant and psychosocial impairment. For children ages 2-
S, the scores on ttems 6, 7, 14 and 15 are ignored and a total score based on the 31 remaining items

is completed.

The cutofl score for younger children is 24 or greater. Although parents have been shown to be the
most reliable reporters of their children’s psychosoctal and behavioral problems, some mood
disorders especially in adolescents are more reliably identified by the patients themselves. When
problems like these are suspected interviewing the child or adolescent, the youth self-report of the
PSC, or a specific disorder screen like the Children’s Depression Inventory may be more valid.

Future Directions
Parental acceptance of the PSC has been reconfirmed by our recent research on a national sample.
Poverty, single parent family, family history of mental tliness, among other factors, elevates the
percentage of children scoring positive on the PSC. We arc now studying whether recognizing
problems using the PSC will reduce costs by decreasing the utilization of primary health care.

Editor’s Note:
The PSC has its own web site: hitp://healthcare partners.org/psc/
The PSC and this article are available on the Pediatric Development and Behavior site,

http://www.dbpeds org/handouts/
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In health care and educatonal settings, parents often raise
concerns about their child's language, behavior or other
arcas of development. Deciding on the best response is
often challenging:

= Do concerns reflect such potentially serious problems
that diagnostic testing is needed?

Do parents simply need advice, and if so, on what opics?
« Should a developmental or behavioral scieening test be
adnunistered?

> Should a child be watched carefully over tme © ensure
prompt attention for any emerging probiems?

= Are reassurance and routine monstoring sufficiene?

[n contiast, some parents do not readily share thew concerns
Others share them at tmes when s cifficule o proles
sionals o respond carefully (e g by raising ol by the way

comment, at the end of a pcdnmu visit) while some parent,

need help carefully apprising how their child is developing
compared to others. Under these circumstances, it is challenging
tor professionals, especially those in busy medical settings,
to detect and address families’ psychosocial needs. All this
contributes o the finding that fewer than 30% of children
with serious developmental and behavioral difficultes are
idenafied before school entrance

The subde and emerging nature of childien's problems also
contrbures o under-detectuon. For exaniple, almost all children
begm to talk at the usual tme, but those with problems may
have trouble learning new vocabulary o combining words
Nevertheless,
children do not recerve the benefis of early interventon

falare o detect subtle ditficulties means that

These benefus include greater likelihood of paduanng from
ligh school. living independentdy. holding a job, and delaying
childbennng Lack of early interventon contibutes o the
fact thar 1an 3 cluldien has ether deabilities o substantial

school difticultes. 26% drop our ol hiah school

PEDS was designed o tacihicate parent professional communiciation and 1o

ensure that developmental and belunaoral problems we chalcdhien 0 0 8 yeans ol

age are detected and addiessed. This s accomphished by cretully ehiaung parents
concerns, detenmmmge cluldreen
such on chuddien reveats tha

optimal professional 1esponse f'\[(?u:n\’(' PEDS res

20% have a moderate rish PE% have a hoeh cok of

of disabilitics and need disabdiaes and need ceterraly
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use PEDS you will nced this brie( guide plus WO differem

ds of forms. The PEDS Response Form s used to gather
_aformaton from parents The PEDS Score Formy and PEDS
[aterpretation Form (printed front and back on the same
pad) are used by professionals

Although PEDS has been vahidated on children from birth
8 years of age, during the first few months of a child's life,
parents and professionals usually need o cover a range of
liealth topics. Thus, 1t appears most feasible o introduce

PEDS at four to six months of age

Hea![h care pro(essionals should use PEDS at each well visit
in order to comply with recommendations for developmental/
behavioral detection and surveillance from the American

Academy of Pediatrics, the American Nurses' Association,
the Bright Fulures Guidelines, the Australian College of
Paediatrics, the Royal College of Paediatrics and Community

Child Health, etc.

For children who rarely attend well-visits, PEDS can be used
at sick- or return-visits Early childhood professionals may
wish to use PEDS annually or semi-annually as suggested by
the National Association for Educaton of Young Children

and other education organizaions.

Lo o e -—J-t‘ﬂl—vvcw-‘--—

Before giving parents the PEDS Response Form, let them know

that addressing belhavioral and developmental 1ssues is a0 nimportant

part of the services you provide

L Oyt bty ekt o e sy <o el o Ve ereri et

Then ask, “Would you like to complete the form on

vour own or have someone go through it with you?”

Jsually, parents with reading problems wall ask for help

Step 2: Locate Correct Column on the PEDS Score Form for the child’s age.

Once parents have complesed the PEDS Response Form and TS TR R L R TR /I
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(ategorizing parenls’ concerns

TYPE OF CONCER

N TYPICAL RESPONSES

If present, mark the box in the

age-appropriate column on the
PEDS Scare Form for:

Global/Cognitive

Secins behind, cant do what other kids can, stow and
behind other kids, immaiure; learns slowly, tate (o learn
1o do things; learns but takes e long tinie, problems with

leariiing everything

Expressive Language
and Articulation

Not talking like he showld, uses short sentences, can't
alweyy say what she means. doesit always make sense, can 1
talk plain. Nobody understands wheat he i saying but me

ltem |

ftem 2

b

Receptive Language

Fine-Motor

Gross Motor

Behavior

Social-emotional

Doesn 1 understand what you sety, doesn 't histert well

Can't stay in the lines when colors, can't write nanme,
can't draw shapes, can t hold a penctl right, can t got food

to mouth with a spoorn yel aied S0 1S a messy eater

Clitmsy; walks froy, can toride a bike yet, SJalls a lot,

lunps, poor balaice, heates soccer

ltem 3

ftem 4

ftem 5

Stubborn. over-active. short attention spar, spoied,
aggravatinig, throws fits, only does what she wanis

Wants to be loft alone; mood swings, clingy; whuy, bothered
by changes, angry, disinterested in usual things, easily
led: acts mean, <3z.151/71/>//u)lru/(*d, bossy: shy; class clown, s

angry, medin, hates me

Self-help

School

Won't do things jor berself. won't tell me when he's wet,
ol todet tramed yer, sl wants a bottle can't get dressecd

/)]. Do .»(’,![

[tem 8

Cant write bis e (scored also with frre motor),
doosi tkiow colors o strihers st ol lecriing to read,
cent 't remember letier sonels kiows speliong weoreds one

clery but not the next

[tem 9

Other

Ear infections, astinina. sinall for age, sk lot Tdon
thintk he hears well, She gets ufy (oo close (o the IV cned |

worry aboit her sight

No concerns

Iypeeal child developeni v, hes conmg along

jrist fine she's celieinced

If no concerns are raised, leave

boxes emply and proceed fo step 4




sad parents' responses (o Question 1 on the PEDS
;ponse Form. Then view the table on the previous page

“hald's Name Jone Smth Parent's Name Toon Sm.th
__Joon SmtH

“nild's Buhday 27175 Child's Age 3 s Today's

cide which box(es) to mark on -

de (es) on the PEDS Score FPIEasedss TRy ConCers@bouRyou R d S SaTT T R eve opmcntﬁ ahehy
Form.

Tane s spoled She sth wonts o bottle. She woks fumy too

If parents make statements

such as “I was worried but i a D
now I think she's doing better,” '

rmark this as a concern

' in the developmental
L 4

area mentioned.
Similarly, when parenis

report that they are only “a

little” concerned, this (00 g Sc[f—help T

should be marked as a concern
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For each item marked “Yes™ or “A litde” on the PEDS
Response Form, put a check on the PEDS Score Fonmn

the corresponding box.

If parents do not write anything on the
PEDS Response Form except to circle an
occasional “Yes™ or “A lLittle” on ) B
Questions 2-10. illiteracy may
' be a problem Dowbl ) ‘L 3 Q() you havaegnigoncerns about how your child understands what
> hle wble check :
P / ‘ Crrelegric —
responses by re-admiustering N 2. Expressive Language
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Step 6: Determine the Appropriate Path to follow on the PEDS Interpretation Form.

Follow Pahe vif the number isted in the tuge shaded Lox

of the PEDS Score Form s 2 or more (multiple of the sigmli-
cantly predicuve concerns). These children have a high risk
of problems (20 times that of children whose parents do
not have concerns)—70% have disabilities or substantial
delays. Screening this group results in under-referrals, thus
referrals for diagnostic tesung The PEDS

Interpretation Form suggests the kinds of referrals that should

are needed.

be most helpful. Those children not found to have disabihitizs

Foltow Path B if the number histed in the large shaded box s
exactly 1 (a single significandy predictive concern). These children
have a moderate risk of serous ditfficulues (8 umes that of

childien whose parents do not have concerns)—30% have

are still likely o have below-average performance. Private
speech therapy, early stmutaton programs (e.g., Head St
or day care) and other services should be marshaled

fail screening should be referred for further testing. Those
who pass screening need developmenal promotion, patent
they may have

education and vigilant follow-up, since
emerging disabiliues or below-average intelligence, language,

or school skills. Where facilities, time, or tools

ir surrn xs p‘;g;r-d ; ’ - y

;:-uh O ,(mu , 7 o G&'iﬁ;g,mﬂmw‘ re limited, childien can be referred for screeaing
One gmf scecen o gefer i 1

feen or reler through the public schools or early interventon

"!J‘- oncertiss 7T (o sciweniig
- C JC:’-'\« - ~ 1f srrr;a;s Tled% e

disabilities  Additional sceeenmng 15 needed o determine

which children need referals and winch do not Those who

Follow Path Caf the number i the large unshaded box s 1
or more (nonsignificandy predicuve concerns) and the number
in the large shaded box 1s 0 (no significantly predictve
concerns). These children have only a low risk of disabihnes
(1.3 umes that of children whose parents have no concerrs)
Only 7% of these children have developmental disabilities,

although abour 25% have emotonal and

L g e
Tlocfesting fin
Eg(zég B

= 1m<s) ord dlmuuv*f\*'-,

programs (sce www.nectas.unc.edu for mfor-
Information

mation about local programs)
about accurate developmental screening measuces is included

near the end of tus guide

problems and refer children who fal for menal health services
(e.p . tannly counseling, chuld psychiatry or psychology,
social work, mentat health centers, e ) When chiddren
pass a behavioral/emotonal screen, somewhat less mtensive
recommended, such as parent-tramning Ot

services can be

behavioral intervention programs. Informauon about accurate

behavioral ditficulties. The best response s o
counsel parents about their concerns (most are

c J I unsugcwful erden o0 cxnuumnl/

']J( l 1"‘25 « )\-l«

g behaviorals pmblrms? :ndﬁrcr’ﬂ ¢ zs

—— dur.m u ﬂ)ﬂ(rwﬂA’ B TSN
mdujlt‘j Stherwiscrreter ot pdu:m

U b D e
L...dmjk u:uu.ng P uvlL)(JI m(cwmmn, ﬂn‘ﬁ_ﬁ
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about children's behavior) and 0 moaunor therr
progwss closely I such counseling 15 unsuc-
cessful (it 1s advisable w check on progress after severa,

eks), professionals should screen for hehavioral/emonona:

cmonional/behavioral screemng wols s ctuded near the

end of thus gude

SOURCES FOR INFORMATION HANDOUTS
For use with Paths A through D

lastructions for Patient Education
Barton Schmitt

W.B Saunders Co.
Independence Square West
Philadelphia, PA 19106 (800-545-2522]
Discipline Without Shouting or Spanking
Wyckoff & Unelt

Simon & Schuster

1230 Avenue of the Amencas

New York, NY 10020 (800-223-2336)

a psychiatrist atc.

Downloadable hardouts from the American
Academy of Child and Adolescent

Psychiatry: These include
in Spanish. French and English on such topics
as divorce, disaster recovery, how 1o choose

[www aacap org/web/aacap/iactsfam/)

Dawnioadable handouts from the Ambulatory
Pediatric Association for developmentai
promotion and other nonrmedical issues:
(www ambpeds.org/ParentHandouts/
APAHanGousTOC html). -

Also included in the PEDS manual. Collaboraung
With Parents.

51 fact sheets written
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Follow Path D if there are zeros in both large boxes (no
Ironccms of either type) but parents have difficulty commu-
nicating due 0 language barners, lack of familiaruty with the
sild (e.g., another family member provides most of the

Use s second wrera thus ductly claus

+ hildeeas shdls o refer foc sorerning

T =
. ath D Pareawd ddficulues

Aarnhere

Forogn Linguige 2
e Use loregn bogiage werisoms. s PLDY
home a peepanton (oo 2 second v

T F-— ) tandins o cefer ton sirenung
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Toltonw Pah 1o there are zeros w both Luge boxes (no
concerns) and parents are able o communicate e L These
!dnldu e an low rsk and only 3% have delays or dsabdites
This group requures only reasstrance and routne moneorng
by re-administering PEDS at the neat expected check pomt
l(t’ ., annual re-screening. well visi 01 sic K/ retain visit when

fanmilies do not keep well-visic appomtmaents

care), parental mentat health problems, etc. These children
(about 3 out of 100) have a moderate risk of disabilities (4
times that of childeen whose parents have no concerns and
no communication difficulties). Almost 20% have disabiliues
while 35% have delayn Additional screening s needed,
preferably through the schools or carly intervention/stimulaton
PIOZrams, since mierpres ot social work services may be
required for obtuning quahity informanon from these parents
Those who pass screenmng remam risk for ditficulues

Developmentd promouon and vigilant tollow-up e needed

for thus group
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. Can be used from buth o 8 years of ape
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o Takes about 2 nunates o adninster aned score  conducted

ans omterview s Less time s needed o parents complete
the briet qu

home Pror to an cncounte:

cstionnare 1mn Wiy or exam rooms or

o Has ugh sensitvity and dentfies 74% to 80% ot childien
with disabilities—in keeping with standards for develop
mencal screening tests and commensurate with the accumey

of measures that take much longer o adnunister

«  Has high speciticity. 70% to 80% of childien withour

disabdinies wie idenuhed as typically developing —also m

keeping with standards for screenmg ests

- Can be used by parents with differing levels of educaaon,

SOCIoeCcONOMIC status, et

- s wrnitten at the fifth-grade reading level, wihich ensures
that admost all pareaes can read and respond independendy

o the tems.

«  Has a longiudinal recording form for summanzing

surveltance and promouon actuvities. This facihtaces
opumal long-teom management of children’s puychosocial

needs

Comprehensive PEDS Manual

A complete manual for PEDS, titled Collaboraning With
Partents: Using Parents” Evaluations of Developmental
Smtus in S(reermg 5urvulmr1( ¢ and Pu)mo[xon was

The manual gfve detallfd gwdance on usmg PEDS in

thCdeOﬂJl prog amsf’dnd hLal{hg re semngs It

des Cnbgs LffeLUVG CELhﬂIQUF’b for parmtfz ducatzon
%ot el

inclides mformaurorjal,handourj (o7 parents, and lists
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0‘ ¥ Exs

Also provided arP SE‘\/UJI second-stage screening tests,
reviews and ordermg iNnformation on other second-
stage screens, advice .on how to deliver difficult news
and where to find. serwcw for children and parents
Finally, the manual pftSF’ﬂ[S complete standardization,
refia mlm/ vahdtty 'nd = cumcy msean_h on P[Dr
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Medical Center South, Nashville, TN 37232
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2onatonal sample of 971 tanuhies trom

ncluding levels

Standardized on
vartous backgrounds, of socioccononic

status and viarying ethmceuty

Promotes contident and accurate decision-making

about developmental and behavioral issues

Has Enghsh and Spanish versions. Versions 1o other

Linguages can bhe casily developed due to PEDS brevigy

Is lughly relable and can be administered by a range of

protessionals and paraprotessionals including office staft

Requires nunumal tranng, New users need only read

this boet sconng and adimmustaton puaide

Can be selt adimmstered by parents in waiung, areas,

CXAM 1ooms. o al l]()l]](f, prior o a vistl

Has a per encounter cost of about 60 cents, or about 35

cents if the score form s used longinadinally.
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Please note that 5% of net profits are donated to promote research on
early detection of disabilities in developing countries.
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50 PEDS Response and 1 pad of 50 Score/Interpretation Forms $30.00
Brief Administration and Scoring Guide 350
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PEDS Response Forms (pad of 50) 15 00 )
PEDS Score/lnterpretation Forms (pad of 50) N 15.00
PEDS Response Form for Spanish-speaking parents (pad of 50) 1500 |
bull order discount screens 1,000 children
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Collaborating With Parents (comprehensive PEDS manual) (9.95
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Use a second screen that directly elicits
children's skills or refer for screening
elsewhere.

Use foreign language versions, send PEDS
home in preparation for a second visit;
seek a translator, or refer for screening
elsewhere.

Use PEDS between checkpoints (e.g. sick-

Or return-visit).
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Use ol the Pediatric Symptom Checklist to Screen
for Psychosocial Problems in Pediatric Primary Care

A National Feasibility Study

FEB

Michael S. Jellinek, MD, | Michacl Murphy, EdAD; Miclicllc Little; Maria E. Pagano, CdM,

Duane M. Camer, BA; Kclly ] Kelleler, MD, MPH

Background: Routine use ol a briel psychasocial screen-
ing instrument has been proposed as a means of improv-
ing recognition, management, and referral of children's
psychosocial morbidity in primary care.

Objective: To assess the [easibility of routine psycho-
social screening using the Pediatric Symptom Checklist
(PSC) in pediatrics by using a brie{ version of the check-
listin a large sample representatuve of the full range ol
pediatric practice settings in the United States and Canada.
We evaluated large-scale screening and the perfor-
mance of the PSCin detecting psychosocial problems by
(1) determining whether the prevalence ol psychosocial
dysfunction identified by the PSC was counsistent with
findings in previous, smaller samples; (2) assessing
whether the prevalence of positive PSC screening scores
varied by population subgroups: and (3) determining
whether the PSC was completed by a significant propor-
tion of parents from all subgroups and selungs

Patients and Methods: Twenty-one thousand sixty-
live children between the ages of 4 and 15 years were seen
in 2 large primary care newworks: the Ambulatory Senu-
nel Pracuce Network and the Pediatine Research in Office
setungs network, involving 395 pediatnic and {amly prac-
tce chiniclans in 44 states, Puero Rico, and 4 Canadian prov-
inces Parents were asked 10 complete a briel question-
naire that included demographic informauon. history of
mental health services, the 35-iteim PSC, and the number
of pediatnic visits within the past © months

Results: The overall prevalence rates of psychosocial dys-
function as measured by the PSC in school-aged and
preschool-aged pediatric outpatients (13% and 10%, respec-
tively) were nearly identical to the rates that had been re-
portedinseveral smaller samples (12%-14% among school

aged children and 7%-14% among preschoolers). Consts-
tentwith previous {indings, children from low-income lamilies
were twice as likely to be scored as dyslunctonal on the PSC
than were children {rom higher-income families Similarly,
children from single-parent as opposed to those from 2-parent
families and children with a past history of mental health
services showed an elevated risk of psychosocal impairment

The currentstudy was the firstto demonstrate a 50% increase
in risk of tmpairment for male children The overall rate of
completed lorms was 97%, well within anaccepuable range,
and at least 94% of the parents in each sociodemographic
subgroup completed the PSC form.

Conclusions: Use of the PSC offers an approach 1o the
recognition of psychosocual dyvsfuncuon that s sulfi-
ciently consistent across groups and locales (¢ become
partof comprehensive pediatric care i virallv all out-
panent setungs. Inadditon o ws chimcal unliy, the con-
sistency and widespread accepuabilivy of the PSC muke
iwell suited for the next generation of pediatric mental
healih senvices research, which can address whether car-
her recogniuon of and intervention for psvehosocial prob-
lems o pediamcs will lead to cost-cellecuve outcomes

Arch Pediatr Adolese Med 1999153 254-260
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PARTICIPANTS AND METHODS

SITE AND SAMPLE

The study was conducted in 2 farge practice-based poi-
mary cace research networks: the Pediatric Research in Of-
lice Sewings (PROS) nctwork® and the Ambulatory Sen-
tincl Practice Network (ASPN). Y The PROS is a pediatric
network that was established in 1986 and currently comn-
prises more than 1300 clintcians from more than 475 prac-
tices in all SO states and the Commoawealth of Pucrto Rico
The ASPN is a [amily medicine network that was estab-
lished in 1978 and currently consists ol 125 practices, with
about 750 chnicians {rom 38 states and 6 Canadian prov-
inces Eighty-ninc percent of PROS clinicians are pediatn-
cians, 10% are nurse pracutioners, and 1% are physician
assistants. Eighty-five percent of ASPN clinicians are fam-
ily physicians, 7% are nurse pracutioners, and 8% are phy-
sician assistaats. The ASPN also collaborated with 2 re-
gional networks o expand the number of partictpading
(amily physicians The charactensucs of the Wisconsin Re-
search Network and the Minnesow Academny of Family Phy-
sicians Research Network are similar to those of ASPN and
contributed 38 and 24 parucipating clinicians, respec-
tively

Clinicians who had previously completed PROS or
ASPN research studies and were not participating in other
majoc studies were recruited by network coordinators and
stall. Alter agreeing to participate, all clinicians com-
pleted the practice questionnaire assessing practice struc-
e, attiudes, and training relaced o psychosoctal problems
Alter completon of the practice questionnaire, practices
received training materials for the study including a vid-
eotape and written nstructions.

Three hundred ninety-five pediatric and (amily practce
chinicians in 44 states, Puerto Rico, and 4 Canadian prov-
inces parucipated 1a data collection (or the Child Behav-
1or Study (prinucpal invesuagtor, K_J.K.). Pror tesearch {rom
both ASPN and PROS conlirms the compacability of pa
uents, Clln“:h’ln‘;, 3”(1 [)IHCU(;[:S p?irlx(flpallng mnt pri”ury care
networks studies with those identilied tn navonal
samples >V A survey conducted as part of the Child Be-
havior Study*® showed no dillerence in demographue fac-
ors, practice charactensucs, or attitudes toward psycho

soctal problems amoang pacucipating pediatncians and a can-
don sample of prinury care pediatncians from the Amen-
can Academy of Pediatrics. Pediatricians [rom the American
Academy of Pediatrics, however, had miainally higher rates
ol pauents with cither private insurance or no insurance
All children bewween the ages of 4 and 1S years and
their patents or guardians who visited the clinician's of-
fice for health care during the pracuce’s encollment pe-
riod were approached in the waiting roomu [or written con-
sent (o participate in the swdy. Procedures and consent
{orms were approved by institutional review boards affili-
ated with PROS, ASPN. and the University of Pitsburgh,
Pitisburgh, Pa. Each clinician enrolled a consecutive sample
of about 60 children aged 4 (o 15 years presenting lor non-
emergent visits in the presence ol a parent or caregiver,
All study materials were mailed to the research nec-
works for inspection, verification, and coding. Data entrv
was contracted out (o an independent organization. '

MEASURES
Sociodemographic Variables

Daw on cach child's age. sex, racialethaic background,
health status, history of own and parental use of mental
health services. parenial marial status, parental educa-
tion, and use of Medicaid wnsurance were recorded on the
clinician visit questionnaire. The highest level ol educa-
tion for either parent was used as an estimate of SES. Par-
cnis with a high school education or less were coded as low
SES. parents with some college, a college degree, or a tech-
tucal school degree were coded as middle SES; and par-
ents with a graduate oc prolessional depree were coded as
hugh SES

Psychosocial Functioning

Psychosocial funcuoning was assessed using the PSC
(Figure) The PSC consists ol 35 items that are rated as
aever, sometimes, o often present {(scored 0, 1, and 2. re-
spectively). ltem scores are summed and the total score s
tecoded 1nto a dichotomous varable indicating psychoso
cul impatanent. For childeenaged 6 through 16 yeacs, the
cutolf score 15 28 or higher For 4- aad 5-year-old chul
deen. the P5C cutofl s 24 or higher. 2

50% ol these children are wdenafied by their prumary care
physicians and that, once idenufied. only a fracuon ol
them receive appropriate mental health treatment” e

Despite the growing burden of psychosocial mor-
birdiv, pediatricians do not recetve adeguate trarnny
concerming psveliosocial problems, are hesiant w
attach potenually deleterious labels to cluldren'’ do
not have ume duniang ollice visis 1 address psychoso-
cial needs. and may have linited access to mental
health referral necvorks ' Recent efforts such as the
Amenican Board of Pediatics mereasing ambulatory
and behavioral traming requicements® and publica
Hons such as Broehe Cwrures'™ and the Daagnosuc and
Statistical Manual fur Proomary Care'” may hielp o
icrease awarcness of psychosocal morhidiy over the

tone term, bur now pramary care pediatniciany sull

struggle to provide psychosocal services Lot Grven
the locus on productviy and proluability, the move
to managed care approaches in medicine has created
addhiional pressure (or peduatne chinicians w linu
attenvon on psychosocal problems

One approach o laciltaung recogmuon and reler-
ral of psychosocial problems s 1o use a parent-completed

51 C(:l‘nlllg quCSllOﬂl‘\Z\irC as parl O( routineg Pl'l”l(]r‘/«' Care \Vis-
s ' The Pediatne Sympom Checklist (PSC) was devel

oped for this purpose. The PS5C s a L-page questionnaire

of children’s cmotonal and behavioral problems that re-

fleces parears unpressions of their children's psychioso-
cul funcuomng Cutoll scores lor school-aged and pre
achool-aged chiddien imdicating Chinical teves ol
dystuncuion have been cinprocatly dernved using reczvat

cperator chatactensuc analyses t studics companng the
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Please mark under the heading that best {its your chidd

Never Sometimes Utten

Complains of aches or paas

Spends more time aloae o

Tires easily, litle energy . -

Frdgety. unable 1o it sli
Has trouble with 2 teacher _

Less mierested i schoot }

Acts a5 it driven by 3 motor —

Daydreams 100 much
Distracted easiy 3
Is afiaid of new situations — .

S W e N A R

feels sad. unhappy L

12. ls wntable, anQry .

13. feels hopefess
14 Has touble cancentrating -

15 Less interest in fieads

16 Fights wath other children _

17. Absent from school
18. School grades diopping .
19 Is down oa hunself oc hersel!

20. Visits doctor. wath doctor tinding
nothing wrong

21. Has troudle steeping —_
2. Wornes a lot

23, Wants 1o be wath you more than
befoce —

24. Feels he or she & bad
25. Takes unnecessary nsks —
26 Gets hurt frequently

27. Seems to be having tess fun

3

28 Acts younger than children his of
her age -

29 Does not kisten to rules S -
30. Does not show leelings _
31. Does nat understand other people’s

feelings e

32. Teases others _
33. Blames othets foc tus or her troubles

34 Takes things that do not belong o
fum o her

35 Retuses to share

Peduatric Sympltom Checklist

performance of the PSC with other vahidated question-
naires and clinicians assessments of children’s overall func-
tonming " In vahdity studies, PSC case classifications
agreed with case classificanons on the Chitdren’s Behav-
jor Cheeklist (CBCL) . climcians’ Global Assessmuent Scale
raungs of impairment, and the presence of psychiatnc dis
order i a vanety of pediatne and subspcualt} sctungs rep-
resentng diverse socioeconomic backgrounds * P When
compared with the Children's G labal Assessimcent Scale
scores 1 both tmddle- and lower-aincome samples, the PSC
Fas shown fueh
senstviy (95% and 887%). ﬂni speatficity (68% and

100%) 1 Studies using the PSC have found prevalence
rates of psychosocial inpairment i nuddle-class or gen-
cral serings that are quite comparable o nattonal esti
mates of psychosocial problems ™7 Mote recendy ol
forts are under way 1o develop specilic subscales ol the 1'%
for use 1 denulicanon of attentional ntcrnalizing (de
nressionfanxicty), and behavior problems (W (_.uf_l W

MDD unpubhshed dat 1998)

rates ol overall agreement( 79% and 92%),

Previous studies using a vanety ol measures have
consistently shown that the prevalence ol psychosocial
impairment varies considerably based on scveral socio-
demographic nsk faclors, and rescarch with the PSC has
parallcled many of these findings. For example. low so-
cmrronomic status (SES) . hiving with a single par-
ent, Y parental mental illness,” (amily discord ™ the child's
temperamental characteristics, and male sex™ " have all
been shown to increase the probability of psychosocial
dvslunction. Consistent with these findings, studies us-
ing the PSC have shown the prevalence of child psycho-
social dysfuncuon to be 2 to 3 times higher in children
with tow famxl)' incomes, single parents,’ or mentally
il parcnl_,

Some investgators have recommended that the PSC
should be considered “basic oflice equipment” in pedi-
atrics™ and others have argued that the PSC should be-
come a mandated part of all well-child visits in man-
aged care settings or large programs like Mt‘dl(ald Early
Pt‘ﬂOdlC Screening Diagnosis and Tes ung.? Routine use
of a briel screening instrument like the PSC could pro-
vide a counterbalance to the previously mentioned pres-
sures toward underrecognition, but such recommenda-
voins prc;upposc that the use of the PSC would be feasible
across the full range ol practice settings among diverse
populations and regions.

Previous studies have shown that the PSC s a fea-
sible method of early detection in selected pcdmmg sites,
but these findings have been himited o samples of less
than 500 patients. Sample sizes have been oo small )
investigate systematically the leasibiliy of using the P
w screen for dys{uncuon in diverse types of pedumr pm< -

S -

tices that use varying methods of insurance reimburse
ment, are located in a variety of geographic regions in
the United States, and that include family pracnice clim-
clans

Our study assessed the {casibitity of routine psy-
chosocul screening with the PSCina large nauonal sample
involving more than 21 000 pediatric outpatients drawn
{rom the pracuices of 399 primary care climicians repre-
senting 44 states, Puerto Rico, and 4 Canadian prov-
inces. Specifically, the assessment ol the PSC's f<151 e
1y was op«:ranon;xhzcd by exanuning whether (1) 10 the

current sample the overall prevalence of posinve PSC
screening scores was consistent with previously re-
ported (indings. (2) the prevalence of posiave PSCscreen
(0 5COrCy varic d by sociodemographic subgroups as i
previous studies, and (3) the use of the PSCwas feasible

for use with the full range ol parengs as e wvidenced by high
and comparable rates of questonnaire completion acros

y‘;[("\li)ﬂ

SAMPLL

Twenie-two thovsand (v nme preschool-aged and school:
aved children et the nntal conera formclusion and were
curolled e study Mo dillerences o age or seawere
derected i a companson of parnapat ang chuldren wathnon
. rm|lx\[uwdnl(1rm Cluldicn m dewesten Dnied Staees
were shighidy more bilcely o parnapace Of parncipaing




Table 1. Saciodemagraphics, Health Status, and Use of Mental Health Secvices af
Preschoalers, Schaal-aged Childrea and Adalesceats, and the Tatal Sample®

Total Sample, Aged 4-15y

Schoal-aged Childcen and

Preschaalers, Aged 45y Adalescents, Aged 6-15 y

(N = 21065) (n = 5573 [76% af Tatal}) (v = 15492 [74% of Tatall}
Sex
M 10477 (50} 2760 (50) 7717 (50)
F 10588 (50) 2813 (50) 7775 (50)
Parent education
Low 4845 (23) x 1336 (24) - - 3509 (23)
Middle 11677 (55) 3107 (S6). . L. _ 8570 (55)
High 4543 (22) £ 130 (20, im Y e 3413 (22
Race ’1 . s ST g s : PR i
White 17 346 (82) . 4466 (80) _ - 12880 (83)
Afncan Amedican 1356 (6) v CU4428) LT . © 914 (6)
Hispanic 1648 (8) ' 474 (8) - 1174 (8)
Asian Amencan 397 (2) E 104 (2) N 293 (2)
Native Alaskan 146 (0.7) - 34 (0.6) 112 (0.7)
Other 172 (0.8) 53 (1) : 119 (0.8)
Minonty status ’ 3719 (18) Lo 3 v;.:»:no?(zm‘_ . ” : ‘2612(17)

Parental mantal status
2 Pareats liviag together 150873 (72)
Single paceat : 5992 (28)

Heafth status B e <

20265 (96)

Good or very good
Fair o poot 800 (4)
Ever received mental 3758 (18)
health services
Medicad insurance 3749 (18)

1191 21) 2558 (17)

*Data are presented as number (percentige)

children, 665 (3%) had PSCs that were missing 5 or more
iterns and 339 (1.5%) had other muissing data, leaving a
final sample of 21 065 children

¢ shown in Table T, of the final sample ol chil-
dren, 5573 (14%) were of preschool age, 10 477 (50%) were
male, 3719 (18%) were {rom mumnority backgrounds, and
5992 (28%) were lrom Slngh:-pau:n( households (sepa-
rated divorced. or deceased spouse) Of the wotal sample,
4543 children (22%) had at least | parent with a graduate
ot professional degree; 11677 (55%) had at least 1 parent
with some college. a college depree ora technical school
degree, and 4845 (23%) had parents with a high school
diploma or less Three thousand seven hundred forty-
mne (18%) were covered by Medicaid insurance Eighthun-
dred children (4%) were reported by therr parents to have
fair or poor health Three thousand seven hundred bliy-
erohi (18%) had a history ol using menal health services

POV CHOSOCTAL FUNC TTOMNING
AND RISK FACTOR GROUPS
As presented in Tabile 2 thie P5C wenufied 2077 (13%)
of the school-aged elildren as having puychosocial dys
funcuon a prevalence rate that s consistentwith dhe races
of 12% 1o 14% found in previous 0SC studies i mddle
ot mived ncome samples Amoeng proschoolers the
prevalence ol pavebosocial dystuncuon was 1O% (H80/
5573) the mean ol previeas reponed prevalence rates
(7% and 145000 2 sonallsamples tha used the PSC waith
d.and 5ovearolds U AT e cF SO Case rares v e

ont show cd o dhe rare b pavclosacal d Sluncton we
N | )

10% in the northeastern pracuces, 13% in southernand
western practces, 15% in midwestem pracuces, and 16%
in Canadian practices (P<.001). Table 2 also presents
the results of previous studies of the PSCin pediatric out-
patient setungs'” ! in comparison with those of the
current study.

As i previous studies, races ol psychosocial dys-
function were about 2 times higher for low SES chuldren
(parents have a high school educauon or less) than lor
high SES children (atleast 1 parent has a graduate or pro-
fessional degree) both lor school-aged chuldren (20% vs
9%) and lor preschoolers (15% vs 6%) Resule, were al-
most as consistent with regard o the risk factor of com-
ing [rom a single-parent faridy . L all previous studies
with the PSC, children (rom single-parent famuibies were
more likely to be coded as dystuncuional than children
from 2-parent famihies, alithough the increase o rsk
ranged [rom 10% to 9.(old. tn the current study, [or botly
school-aged and preschool-aged children, the increase i
risk was just more than double (22% vs 10% and 1 7% v
8%, n:gpcnirlvcly)

As indicated 1n Table 3 both poverty and ‘)mg\t'
parent status were signihicandy associated with bughet
mean PSC scores The mean PSC score of chuldeen from
single-parent households was 4 ponts hpher (181
[SD = 11 3ythan the mean PSC score of cluldren from
2-parent Cinndies (L391SD =9 2] = -258.df =935 ¢
P 001 Low-ncome clibdien also averaged 4 ports
Ligher onthe PSC (17 218D = 121 compared with chu
dicn of nuddie (13 215D = 90]) or tagherancome st
s (14 915D =9 711 = 193500, rff 2221062 P2 001)



Table 2. Prevalence of Psychasacial Dysfunction in Children Aged 4 to 16 Years in Medical Quipatienl Settings®

Jellinek Jellinek Mupty Rauch Murphy Pagano Little Kelleher Ketleher
etal" etal™ el al” etal™ et ai® et al™ etal™ el al, 1996 el al, 1996
(N=206) (N =300) (N = 123) (N=377)  (N=379) (N=1117) (N=115) (N =15492) (N = 5573)
Setting Suburban  Suburban/ Demmatology  Public heatth  Public health Suburban  Outpatienl  Neteork Network
practice urban HMOQ health center practices cliaic clie practice practices practices
Age range. y 6-12 612 6-12 6-12 6-12 4-5 4.5 6-15 4-5
PSC case rate 12 (252206} 14 (43/300) 2Q7123)  13(487377) 11(40479)  7(8117) 14 (16/115) 13(2077/15492) 10 (580/5573)
Socioeconomuc status
Low 18 (421) 22 (11/50) 19 (16/83) 27 (3r11)  20(71573509)t 15 (203/1336)t
Lower/middie 8 (4/48) 24 (10/42)¢ 25 (9/36) 9 (14152) 20(420)  13(1072/8570) 10 (305/3107)
Upper/middle 8 (7/30) 13 (3872598) 10 (110) 5 (478) 13 {8/51) 9(290/73413) 6 (72/1130)
Parental mantal status
Single parent 18 (14/76) 34 (26/77) 18 (14/76)§ 10 (2120) 22 (1004/4518)t 17 (249/1474)¢
Pacents fiving 13 (11729) 7 (3/46) 8(26/307) 8 (&/72) 10 (107/10974) 8 (426/5141)
together
History of therapy .
History S 83 (1719)t 100 (2R2) 26 (8731) 29 (6221)¢ 0 (o/1) 37 (12234/3226)F 36 (154/432)t
No history -38 (11729} 55(1222)  12(407346)  9(34/362) 8 (&/104) 7(854/12166) 8 (426/5141)
Sex
M 1S(1I711) 17 (25149) 31 (652) 15 10 (21203) 12 (7/0)5  9(5/A3) 17 (13427717) 12 (3332760
F §(895)  13(1&140) 16 (11/71) 1t 11 (197176)  2(1/57)  18(11/2)  9(73Q/777S)  9(247/2813)

) ]

*All studies used the Pediatric Symptom Checkhist (PSC) Data are presented as percentage (numbertotal number). Ellipses mdicate not apphcable; HMO, heanth

mainlenance organuabon

tP< 001
.01
§P<.05
Table 3. Camparison of Meaa Pediatric Symptom Checklist
Scares Within Selected Risk Factor Groups
Na. of
Palieats Mean (SD} [Range]
Total sample 21065 15.1(10.0) [0-69]
Sex
M 10477 16.6 (10.5) {0-63]*
3 10588 135(93) (0-65]
Age/sex
Preschoal boys 2750 14.5(8.0) {0-48]"
Preschool girts 2813 12.8(7.7) [0-51]
School-aged boys 1717 17.3(11.2) [0-63]*
School-aged girts 1775 13.8 (3.8) [0-65]
Pareatal education
Low 4845 17.2(112){0-65]°
Mudle 1er/ 149(97) (0-64]
High 4543 13.2(9.0) [0-54]
Pareatal macitat status
Parents living together 15073 139(9.2) [0 64]°
Smgle parent 5947 18 1 (11 .3) [0-65]

P00t

Previous rescarch had demonstrared consistent
stemilicant associanons bevween a lustory of wenal
health trearment and higher scores on the PSC The
current study noconly conlirmed thas Linding for
school-aged chiddien, but suggested that o was cven
stronger than had presviousts been reported. widh a 4-
to 3-fold increase i sk rathier than the 2 o 3-fokd
tncrease that had been noved i the smaller previous
studies (37% ve 7900 Stddarly o preschooters. a tus
torv ol micnal healdy seovices nearly quadiupled the

Ielihoad of povehosocal mmpanment as measured by

the PSC(309%

Although previous studies had shown mixed resules
in terms of sex diflerences, the current study demonstrated
that boys were significanty more likely 1o have higher PSC
scores than girls {or both school-aged (17% vs 9%) and
preschool-aged children (12% vs 9%). As indicated in Table
3, the mean PSC score of school-aged boys was more than
3 points higher than the mean PSCscore of school-aged pirds
(17.31SD = 11.2] compared with 13.8 [SD = 9.8], respec-
uvely). The diflerence betweenbovsand girls seemed o be
somewhat less pronounced in the preschool years, where
the mean PSC score [or boys was about 12 points hugher
than the mean {or girls (14.5[SD = 8.0} compared with 12 8
(SO =77].1=-80, dj: 5571.0, P<2.001)

PARENTS' COMPLETION OF THE PSC

The feastbility of using the PSC way assessed by com-
paring the percentage of [orms that were returned with
at least 30 of the 35 iterns completed (no more than 5
missing tems) across soctodemographic and rish
proups. The overall rate of completed (orms was well
within an acceptable range {or all groups asseused
with at feast 94% of the parents i cach group fully
compleung the PSC {orm (nussing data on no more
than 3% of the forms) In the sample as a whole, 97%
of children screened had completed PSCy No sipnih
cant differences in compleuon rates were {lound by
medical specialty (either fanuly o pediainic pracuce)
peographic region. or managed vs non-managed care
plan wembership Parents” compleuon rates were
shiglihy ower i urban Tocales (93% ve 98% [rural]
and 8% fsuburban], P<C 00 for tow SES parents
(995% o 98% [middle SES parens] and 98% [hich SC
parenest P 001) among those parenrs recename

Moedicard (91% vs 98% of those cotreconng hed
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icaid: P<C.001}, and amiong minonty parents (94% vs 98%
4nong NoN-minority parents, P<.001).

. COMMENT ' ° e

Parenes of more than 21 000 children aged 410 15 yearsseen
in 2 large prunary care networks involving 395 pamary care
clinicians in 44 states, Puerto Rico, and 4 Canadian prov-
inces voluntarily filled out the PSC. Unlike previous stud-
ies using the PSC, screening was successfully implemented
by clinic personnel without the ad olresearch assistants or
other personnel trained specifically for study purposes. Ninety-
seven percent ol participating parents completed the PSC.
The successful implementation of psychosocial screening
using already exisung personnel and the high rate of screen-
ing cornpledon indicates that the PSC offered afeasible method
of screening 4- (o 13-year-old children attending both pe-
diatric and family medicine practices nationwide.

The prevalence of psychosocial dysfunction in
school-aged children in this nationally representative
sample was 13%. a rate thatis virtually identical o rates
of impairment reported in previous studies using the PSC
in outpatient mixed SES samples."” The rate of impair-
ment among preschool-aged children (10%) was also com-
parable to rates in previous studies of smaller samples.
There has been some variability in the prevalence of pre-
school psvchosocial dysfuncuon as measured by the
PSC 209 A recent study of a low-income, predominanty
Mexican American population” showed a rate ol 7%
among 4-and 5-year-olds, compared with 14% among a
suburban, predominandy middle-come sample and 11%
in the current sample. This vanability may be ac-
counted (ot by several [actors. The lower prevalence rate
found in the small sample of Mexican Amencan pre-
schoolers may have been a resultol underreporting by a
population of parents whose native language and cul-
tural expectations were different Previous PSC studies
of preschoolers have used very small samples of about
100 subjects, which may have contributed 1o arufically
high or low prevalence rates In accordance with previ-
ous studies using the PSC, poverty and comuag from a
single-parent lamily doubled the nsk ol psychosocial dys-
function Children with a history of mental health treac-
ment were 4 0 5 times more likely o have high P5C
SEOres

This was the st study of the PSC withschool-aged
cluldren 1o document the signihcantly bugher rate ot dys-
(unciion (or boys a finding that was also significar {or
preschoolers tnbadvage groups boys were about LY ties
motce Likelv o be coded as cases on the PSC These e
sults are consistent with epdaniological tindings show-
mga ligher prevalence ol patencdentfied behavioral prob
lems and a higher ate o mental healih refecral in male
chuldien and adolescents than  female chuldren and ado-
leseents  Previous studies also suggestthatgils are more
Lielv than boys to have el difficalues (e anas
vty and depression)which may not be as teadidy wdenu
fied and/oc reported by parents o teachers

I e PO has ner formed as l‘rlC\ll' wdin 8 ]Mi)l‘\,llt:ﬂ
Py Care studies i lucdhimy the current saimple ol more

(han 21000 Chaldien Resubis of these studhes have con
' [T TP T TN PSPPI S DR I P R

seen in primary care have sigailicant levels of psycho-

social problems

Given the high rates ol unrecognized, untreated psy-
chosocial problenisin children, the PSC could play anim-
porantrole in comprehensive careand healthsupervision
If the PSC scores are high, the physician may spend a few
minutes with the parents going over the items they checked
of{ to aflirmn validity and assess severity. This information
may help the physician facilitate a discussion of the child's
rajorareas of functioning (Gmily, school. acuvides, and mood
states), notable stressors (matemal depression or parental
discord), and risk factors. The physician may thendetermine
the need for pediatric follow-up to reassess impatmment, pa-
rental guidance, or mental health referral.

Facing a rising prevalence of emotional and behav-
ioral problems and limitons on reimbursement within
the managed health care system, pediatricians may wish
to screen and spend available time on those children with
serious impairment. While the P5C olfers an approach
to identifying the growing number ol children with psy-
chosocial dys{unction, trials of screening and interven-
tion will be necessary to assure improved outcomes {or
children with emotional and behavioral dsorders as well
as 1o assess the cost offset of enhanced care.
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Pediatric Symptom Checklist: Screening

school-age children for psychosocial

dysfunction

Michael S. Jellinek, Mp. J. Michael Murphy, edo. John Robinson. mo.
Anita Feins, MD, Sharon Lamb, eam. and Terrence Fenton, eaD

From the Child Psychiatry Service and the Children’s Service. Massachusetts General Hospital,
Harvard Madical School, and the Harvard Univarsity School of Public Health.

The Pédliatric Symptom Checklist (PSC) s

Is completed by parents and designec

practice Ideatify school-age children wi

a 3S-ltem screening questionnalre that
:17 fo help pedlatiicians In outpatlent
th difficultles In psychosocial function-

Ing. The current study assessed the valldily of the PSC by screening 300 chlldren
In two pediatrlc practicos, a middle-class group practice and an urban heaith
malntenance organization. Validity was established by comparing the resuifs
of PSC screening of 48 children with In-depth Interview assessments and
pedialricians’ ratings. Results Indicate that the PSC has a speclficlty o( 0.48 and
a sonsitlvity of 0.95. The screening process was well acceopted by parents and
pedlatrcians. Sovearal chlidren whose pediatriclans’ ratings had Indicated
adequate functionlng were Identified by the PSC as having substantial psycho-
soclal dysfunction and requiring further evaluation. (J Peotamn 1988;112:204-9)

!

Onc approach to focusing the limited time pediatricians
can devote (o psychosocial problems would be a screening
procedure that would quickly, cconomically, and accurate-
ly select those school-age children who might benefit from
further attention.! Although information concerning psy-
chosocial functioning can be gathered directly from the
child or teachers by means of cither a questionnaire or an
interview, parent-completed questionnaires probably pro-
vide the optimal combination of accuracy and cfficiency of
administration.! With the same conceptual approach as
other  pediatric screcning procedures, a  psychosocial
Sercening questionnaire could alert the pediatrician to
those school-age children who have significant psychoso-
aal dysfunction. The pediatrician, rather than depending
largely on parental complaints of serious problems, would
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then have an additional, more abjective basis for further
cvaluation or referral and could allocate time appropriate-
ly by taking the time currently speat on a nonspecific
psychosocial review of many emotionally well children and

PSC Pediatric Symptom Checklist

CGAS Children’s Global Assessment Scale

DICA-P Diagnostic Interview for Children
and Adolescents, parent report

DSM-UI Diagnostic and Statistical Manual
of Mental Disorders—third cduion

LES Life Events Scale
HMO Health maintenance organization
ROC Recciver Operator Characteristic

focusing it on the evaluation of children identified by the
screening instrument.

The Pediatric Symptom Checklist is a 35-item question-
nairc designed to be completed in the pediatric waiting

room by parents of 6- to 12-year-old children (Table D

The PSC was developed™ because other questionnaires
were too long, difficult (o score, hard to interpre!, or did
not have a culoff score for screening purposes ®’ Although
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‘icdiauic Symptom Checklist®
WMo mark under the heading that best fits your chlld:

Never Somelimaes Oflten

gom plains of aches or pains

nds morc time alonc

“Tires easily, little energy

idgety. unable to sit sull

as trouble with a teacher

< interested in school

 Acts as if driven by a motor

aydreams too much N
istracted casily
. Is afraid of new situations

“cels sad, unhappy

s irritable, angry

“ecls hopeless

i

i. Has troublec concentrating

interest in friends
WEights with other children

7. Absent from school

ool grades dropping

* ‘own on himself or hersell

s physician, but physician finds nothing wrong P — :

i , trouble with slecping

I Worries a lot

Waats to be with you morc than beforc

Feels he or she is bad
Takes unnccessary risks

Gets hurt frequently

~ -

Scems to be having less fun

Acts younger than children his or her age
Does not listen to rules

Docs not show feclings

Does not understand other people’s feclings

Teases others

fU.
[
l. Blames others for his or her troubles

34. Takes things that do not belong to him or her

Reluses to share

tesy M. S Jellinek, MD, and J. M. Murphy, Massachusets General Hospital, Boston.

col the PSC questions pertain Lo psychiatric dmgnosis,(j
neither are specific to a diagnosis nor attempt Lo

l "re behavior objectively. The PSC is designed to yicld//{
s score that reflects the parent’s view of the child’s

& ial functioning. Questions focus on the school-

l d’s day-to-day life: friends, famuly, play, school,

v <ral mood. The PSC format of using the total score

a cutoff point is based on the premise thata child in need

flcntion will be cither “sometimes' or “often’ dysfunc-

tional in multiplc areas of daily life, which will fead 1o a owl
score above an cmpirically defined screening point.

o . . . R
[n preliminary studies within outpaticnt practices.*” (3¢

PSC was compare
tionnaire that had a defined screcning method,

Behavior Checklist,"” which takes about 20 minutes 9
complete and has a more complex scoring system. Thes<,

preliminary studies demonstrated that the PSC had 3°

acceplable level of validity and met the practical cri

d with a longer, well-established que.
the Child,

ens!

b
e
b

Volume 112
. Number 2

{or a screening instrum:

provide detailed inform
and who was missed.
determining the preser
intrinsic to validating .
must be some set of
welf-accepted, univers.
psychosocial disorders.,
is to cross-validate ne
multiple measures or »
surc may define a som
and specthcity, the cu
surcs is an increasing |
the screening procedur
Our study evaluated
esizing that school-age
results on the PSC
dysfunctional on the
overall psychosocial [
psychiatric diagnosis, (
stress, (4) to be or hav
known by their pediatr

social disorder.

METHODS

Site and sample. All
ents of 6- to 12-yecar-ol
the pediatricians’ wait
lection periods were ¢
from this study until
from the two sites (a
1ation serving an cthnr
geneous group of fams
lice). The PSC was s
assigning the answers
pount for “Sometimes
points were thea simpl
score was equal toor g
parents of children sc
were anvited to join in
until 28 families, 1¢
Participate. A compari
Qach site, were random:
the PSC cutofl point ™

Consent. Research ac
Procedures of the stud
@mpletely voluntary.
were told about the ate

“hether they were allor

. Hmpliag pool as poter

O0tained at the ume of

faterview procedures




iatrics |y
Tebi oy 1983 ;

T =

)]

T

IHead 1o a total
g point
practices,' * the
tablished ques-
hod, the Chuld |
) minutes 0.

4

“tem. TthC,,_L-\
,C had ag; &,
wal critena??

“

Volume 112
Number 1

for a screening instrument. These studies did not, however,
Pn;vidc detailed information about who was being selected
and who was missed. There are no absolute methods for
determining the presence of a psychosocial disorder, but
jatrinsic o validating a psychosocial screening procedure

-must be some sct of standards. Given the lack of 3

well-aceepted, universally agreed-on set of criteria for
psychosocial disarders, the current recommended practice
is lo cross-validate new assessment approaches against
multiple measures or standards.'™" Although cach mea-
surc may define a somewhat different level of sensitivity
and specificity, the cumulative impact of multiple mea-
surcs 1s an tncreasing level of confidence in the validity of
the screening procedure.

Our study evaluated the validity of the PSC by hypoth-
csizing that scffool-aged children with positive screening
results on the PSC would be more likely (1) to be
dysfunctional on the basis of an interview measure of
overall psychosocial functioning, (2) o have a scrious
psychiatric diagnosis, (3) to have experienced high levels of
stress, (4) to be or have been in counseling, and (5) to be
known by their pediatricians as having a possible psycho-

social disorder.

METHODS

Site and sample. All consecutive English-speaking par-
eats of 6- to 12-year-old pediatric outpatients who entered
the pediatricians’ waiting rooms durf{xg decfined data col-
lection periods were approached by research assistants
from this study untl 300 questionnaires were collected

-from the two sites (a prepaid health maintenance organi-

zation scrving an cthnically and socioeconomically hetero-
gencous group of families and a surburban private prac-
tice). The PSC was scored by the research assistant by
assigning the answers as follows: Q potnt for “Never,” |
point for “Sometimes,” and 2 points for “Often.” The
points were then simply added (a positive PSC screening
sCoce was cqual 1o or greater than a total score of 28). All
parents of children scoring above the PSC cutoff point

[~ "ere invited to join in the interview phase of the study,

unul 28 families, 14 from ecach site, had agreed to
Parucipate. A comparison group of 20 subjects, half from
cach site, were randomly selected from those scoring below
the PSC cutoff point.*

Consent. Rescarch assistants cxplained the purposes and
Procedures of the study (o the parents. Participation was
completely voluntary. After filling out the PSC, pareats
¥ere told about the interview phase of the study and asked
“hether they were allow their names (o be 1acluded in the
“mpling pool as potential subjects. Written consent was
blined at the ume of the interview.

laterview procedures. Structured and semistructured
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intervicws were conducted by the project director (S.L)
and a psychologist (J.M.M.), both with extensive cxperi-
ence in evaluating and treating children. The full inter-
views took about 2 hours. The interviewers were unaware
of the child’s PSC score.

Background data. The Childrea’s Personal Data Inven-
tory," 2 55-item questionnaire, was used (o collect back-
ground information about the child and family. Data from
this questionnaire about the mother's and father's educa-
tions and occupations were coded according to Hollings-
head’s four factor index of social position and socioeco.
nomic status.™ Children who were secing or had seen
mental health professionals, schoal counselars, or family
therapists were considered to be receiving therapy.

Interview measures. The Garmezy Child [nterview'® was
chosen as tne basis of the clinical interview because it
permits the interviewer to know the child well cnough to
make an informed assessment of the child's psychosocial
{unctioning. Although the original Garmezy interview
contained 12 sections, only six were thought to be neces-
sary for the orientation and the age group of our study
(school, activities, peer relationships, home and family
rclationships, dreams and future perspective, and cmo-
tions). Information obtained from the child was supple-
mented by a brief interview with the parent.

Children’s Global Assessment Scale. To quantify both
interviewers' perceptions of the child's psychosocial func-
tioning, the interviewers rated the child by means of the
Children's Global Assessment Scale,' which provides a
rating scale from | (lowest possible level of functioning) to
100 (best possible level of functioning) on the basis of the
child’s overall functioning and development. Shaffer et
al.' repocted that the mean CGAS rating {or oppositional
children seen as outpatients was 65.4 and the mean for
children on inpaticnt psychiatric units was 46.0. The
authors suggested that a score of 70 or below reflected a
clinical range of impairment. Steinhausen!’ recently vah-
dated the usc of the CGAS as differentiating psychiatrical-
ly disordered children when a cutoffl score of 70 was
used.

Consensus rating. After the interviews, the project
director and the psychologist each wrote summaries of the
interviews, and these summaries were read by an cxperi-
enced child psychiatrist (M.S.J), wha then incependent]y
rated cach child’s level of functioning using the CGAS.
The summaries were written in as factual and nonsubjec-
tive a manner as was practical, and the intervicwers'
CGAS ratings and rationales were not given. The psychia-
trist was also unaware of the child's PSC score. After the
psychiatrist's CGAS ratings were completed, the threc
mental health clinicians reviewed all available clinical
information on each child and arrived at an overall
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bio H. Subjects with at least onc indicator of psychosocial dysfunction

Any psych PsC CGAS Serious psych MD rating: High
£ |D No. Rx >27 <74 Dx needs evaluation slrass
25 +
27 +
30 +
19 +
" 31 + +
5 + + +
3 + + +
13 + + +
21 + R + +
23 + + +
37 + + +
40 + + +
41 £ + +
43 + + +
47 + + +
7 + + + +
12 + + + +
14 + + + +
I 17 + + + +
18 + + + +
28 + + + +
42 - + + + +
I 16 + + + +
4 + + + + ! +
0 + + + + ! +
15 + + + + +
34 + + +. + +
35 + + + + +
i 36 + + + + +
44 + + + + +
I 45 + + + + +
1 + + + + + +
g 48 + l + > * *
| 19 28 20 30 12 ¥

l 33
ych, psychiatric; Rx, traatmeant; Dx, diagnosis.

lmcmus CGAS rating for cach subject. The consensus
ratings thus provided the best estimate as to whether a
bild should receive further cvaluation by his or her
l(diatr{ci:m or be referred for psychiatric assessment. The
consensus CGAS score provided the “gold standard™ in
tablishing the validity of the PSC.
rDiagnoSlic Interview for Children and Adolescents. The
tructured psychiatric interview used in the current study
was the Diagnostic Interview for Children and Adoles-
}:ans, parcat-report version.'™ The DICA-P takes about 1
ur to administer and ascertains whether the child has
v of the specific symptoms of cach of the psychiatric
3ses bisted for children in the Diagnostic and Statis-
Manual of Mental Disorders—third cdition.'” The
Psychiatric diagnoses indicated by the DICA-P werc
reviewed by the meatal health clinicians in accordance

with the procedures outlined by Reich,® and a summary
list of DSM-111 diagnoses of cach subject was obtained.

Pediatrician’s ratings of children’s functioning. The
children's pediatricians, who werc unawarc of the PSC
score, were asked to indicate whether cach child was cither
weli known to them or essentially a new paticnt and to rate
cach child on a S-point scale, “based on recent and current
psychosocial functioning (not based on past problems that
are not now altering functioning or may have becn
resolved).” Ratings were on a S-point scale (1 = well,
2 = adcquate functioning, 3 = mild problem but no need
for further cvaluation, 4 = scrious probiem requiring refer
ral, S = very scrious problem requiring referral).

Stress. The Life Events Scale for Children is a 35-item
checklist of stressful life events that have happencd dusing
the past 12 months.?' The LES weignis each item for both

-
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recency and degree of stress{uiness and yiclds a total stress
score lor cach child. Coddington’s cutoff score® of 110 for
cxceptionally high levels of stress was cmployed for cate-

gorical analyses.

RESULTS

Questionnaire sample. To obtain the desired sample size,
we approached 317 parents. Eleven parents cither refused
1o complete or could not complete the questionnatres; six
PSCs were not scorable because mare than three items
were omitted. The participation rate was slightly higher 1n
the private practice sample (96%) than in the HMO
sample (93%). ,

The percentage of children with PSC scores of 28 or
greater was 17% in the urban HMO practice and 1% in
the surburban private practice (chi squarc = 1.99;
P = 0.16). In the full sample, the PSC with a cutolf score

of 28 or greater flagged 43 of the 300 children, indicating
that 14% of the children sampled had scores above the
cutofl point, very close to the rate of 12% reported 1n the
previous research with the PSC for a similar outpatient
pediatric sample.?

laterview sample. For the interview study, the parents of
25 of the 300 potential subjects (four with PSC-identified
cascs, 21 with negative PSC scores) declined to allow their
names to be included in the sampling for the interview
study, resulting in a 92% participation rate. Of the 275
remaining subjects, we nceded to invite S6 families (32
with positive and 24 with negative PSC scgrcs) o partici-
pate in the study to obtain the objective of 23 children with
PSC-identificd cases and 20 children with negative PSC
scores because some parents decided not to participate of
could not be scheduled (participation rates of 838% and
83%, respectively, for children with positive and those with
negative scores; 87% overall). The relatvely high paruci-
pation rate for both categorics suggested that the obtainzd
interview sample was representative of the sample as a
whole.

Sample background data. The interview sample con-
sisted of 26 boys, 16 (62%) of whom had positive PSC
scores, and 22 girls, 12 of whom had positive PSC scores
{56%) (chi squarc = 0.04; P =085). Fourtecen of the
children (29%) werc [rom black or Hispanic backgrounds,
and seven of these children (50%) had posiuve PSC scores,

whereas the case rate for nonminority children was 62%
{chi squarc = 0.18; P = 0.67). These high PSC case rates
are the result of the oversampling of children with scores
above 28 and arc not indicative of the rates that would be
. ound in a “normal’ pediatric population. All of the 48
5, tubjects were between 6 and 12 years of age, with a mean
~ agc of §.44 years. The correlation between PSC score and
3}, 88¢ was r = 0.04 (P = 0.79). When age, scx, and mUnority

Pediatric Symptom Checklist jor psychosocial dysfunction 205

status were entered into a multiple regression cquation, the
cocfficient of multiple corrclation was oaly r = 0.06, and
R? was 0.004 (P = 0.98).

The familics of 48 children in the interview sample were
from four of the five Hollingshead social classes; none were
from the lowest class (social class V), three were from
semiskilled backgrounds, 11 from skilled backgrounds, 19
from clerical and minor professional backgrounds, and 15
from professional backgrounds. In the interview sample,
PSC scores were significantly associated with exact Hol-
lingshead scores (r = 0.36; P = 0.01). Although this corre-
lation could indicate a form of class bias in the PSC,
analyses reported elsewhere® have led us to conclude that
this correlation was an accurate reflection of the poorer
overall functioning of thesc cconomically disadvantaged
children.

Psychiatric history. Eleven of the children in the sample
were receiving some form of psychotherapeutic treatment
at the time of their interviews. Ten of these children had
positive PSC scotes. There were 19 children with a past or
preseat history of some form of psychiatric treatment.
Seventeen of these children had positive PSC scores (chi
square = 10.52; P =0.001). Although these figures sug-
gest that most of the children who arc or have been in
psychotherapy have PSC scores above the cutoff point, 18
of the 28 children with positive PSC scores were not
currently receiving psychotherapy, and [l children had
never received services.

Table 1 presents the data on cach of the subjects with a
history of psychologic treatment or a positive scorc on any
of the five other screcning measures (PSC, CGAS, serious
psychiatric diagnosis, physician rating, and high stress).
Table [11 presents the data for these measures in summary
form.

CGAS scores. The mean CGAS score for children in the
interview cample with positive PSC scores was 64.0
(SD = 9.9), in comparison with a mean of 77.6 for those
with negative PSC score (SD = 5.4). lnterrater reliability
was assessed for the continuous and categorical CGAS
scares. The correlation between the two interviewers'
CGAS scores was = 0.92; between the summary reader
and the two intecviewers, it was r = 0.90 for cach, for a
mean interrater correlation of r = 0.91. With the use of the
categoricai CCGAS scores, the two intervicewers’ CGAS
ratings agrezd in 40 of 43 casces (83%); the summary
reader and the two interviewers agreed in 41 of 48 cases
(85%) and in 42 of 48 cases (88%), respectively, a mead
categorical agrenment of 85%. The consensus CGAS score,
rather than an individual rater CGAS score, was used 10
calculate the sensitivity and specificity of the PSC.

Overall agreement between clinician consensus CGAS

and PSC classification was 79% (chi square = 1647,
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Table 1l Relationship between PSC and other

screening measures®

e —

© PSC score

S —
28+ x? P

—

<28

Any psychothera-

peutic Rx
Never had Rx 18 Tl
(900 (393)
Had some Rx 2 17
(10.0) (60.7) tul?7 0.001
CGAS consensus
Functional 19 9
(95.0) (32.13
Dys{unctional 1 19
(5.0) (67.9) 16.47 0.0001
DSM-11I Dx (~pho-
bia, cnurcsis)
No diagnosis 16 2
(80.0) (1.1
Has diagnosis 4 26
(20.0) (92.9) 23.41 0.0001
MD rating.of child
Functional 16 12
(941 (52.2)
Dysfunctional - 11
(5.9) (47.8) 6.31 0.012
High stress
Not high stress 18 18
(90.0) (66.7)
Has high stress 2 9
(10.0) (33.3) 2.31 0.129

___________________I_——‘—____d’_________g

Rx, treatment
*Values in parentheses are pereentages.

P < 0.0001) (Table IID). Ninetcen of the 20 subjects
classified as dysfunctional by the clinicians were correctly
identified by the PSC, 2 sensitivity of 0.95. The PSC
correctly classified 19 of the 28 children who were func-
tioning adequately (who had been given ncgative CGAS
conscnsus ratings by the interviewers), a specificity of 0.68.
The overall correlation between specific consensus CGAS
ratings and PSC scores was r = 0.69.

A Receiver Operating Characterstic curve (Figure) was
used to plot specificity versus sensitivity over the range of
possible cutofl scores.™ The ROC curve depicts the impact
of changing the cutofl point, and the inscrted box gives the
erent cutoff score values
id have been

sensitivity and specificity for duff
and the percentage of this sample that wou
selected for cach of the various cutoff points between 21

and 36.
Although ninc “well” children had positive PSC scores,

examination revealed that the CGAS scores of scven of

these nine children were within 3 points of being consid-
: - e —wtal health clinicians had found

~ L
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(hat coding distinctions of +3 points on the CGAS were .

the smallest that could be justificd on clinical or statistical .

grounds, the functional unit of measurement on the CGAS
was actually 3 CGAS points. Thus scven of the children
who appeared to have “false positive™ results on the PSC
were actually rated as being just onc coding unit away
from being considered dysfunctional by the clinicians.
Thercfore these seven children can be viewed as having
only marginally adequate functioning.

Of the other two children classified by the PSC as
dysfunctional, one had a PSC score exactly at the cutoff
point, and both of these children were living in stressful
circumstances, which may have significantly added to their
PSC scores. One child had lost an uncle and a cousin by
murder within the previous few months; the other's father
had been arrested and incarcerated for criminal activitics
caclicr in the year. Although the clinicians thought that
these children werce functioning adequately overall, both
had a number of psychosomatic and behavioral symptoms
that may have led their mothers to give higher scores when
they initially filled out the PSC.

The final PSC-versus-consensus disagreement was for the
child who was r‘z}tcd as dysfunctional by the clinicians but
not by the PSC. Although this 6-year-old boy was bighly
symptomatic, he was functioning within age cxpectations in
many ways, and his mother may have given him “the benefit
of the doubt” while filling out the form. Qumc of the
intervicwers originally rated this subject as functioning
adequately before going along with the consensus rating.

Structured psychiatric interview: DICA-P. Ln this sample
of young children, the diagnoses of simple phobia and mild
enuresis were prevalent but were considered nonindicative
of serious psychiatric impairment. The number of other

DSM-111 diagnoses for cach subject was summed, and
subjects were categorized as to whether they did or did not
have a psychiatric diagnosis. Ninety-three percent of the
subjects with positive PSC scores were found to have 2

psychiatric diagnosis, 1n contrast with only 20% of the
p = 0.0001).

PSC-negative subjecls (chi square = 23.41;
giving the PSC a sensitivity of 0.87 and a specificity of
0.89, il the presence of a serious psychiatric diagnosis 15
used as the measure of “true disorder.”

Pediatrician ratings of children’s functioning. Pediatit
cian rating forms werc ceturned for 40 (83%) of the 48
children in the interview sample. Thirty-cight of the 49
children werc considered 10 be known to the pcdialrxciln- Z
The mean rating for children scored as functional by (he
PSC was 2.0, and the mean rating for children wilh_“
positive PSC scores was 33 (1=4.15P< 0.001). Thif‘)’é
percent of the ~hildren werc rated as having serious (4) °r.h
very scrious (%) problems {or which they needed rcfc”aLj‘

With the pediatrician ratings used o assess converger
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21 S0 .05 38
26 68 .09 21
28 .68 .05 14
29 75 .20 12
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36 96 .70 4
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validity, the PSC “correctly” classified 11 of the 12
children alrcady considered by the pediatrician to be
dysfunctional, a further demonstration of the sensitivity of
the instrument. Conversely, however, of the 28 children
considered by the pediatricians to be functioning adequate-
ly, the PSC séreeacd 12 as positive and thus as nceding
further evaluation. Despite these differcnces, physician
ratings and PSC screcnings scores werc ‘:('igniﬁanl.ly asso-
ciated (chi square = 6.31; P <0.05). -

Life Events Scale. The LES scores fcll between 0 and
233, with a mean of 76. Elevea of the 28 children identified
as dysfunctional by the PSC had LES scores above the
median; only two of the 20 children identified by the pSC
as functional scored in this range. The mean stress scorc of
the children with positive PSC scores was 96.14, and that
of the children PSC
(t = 3.08; P = 0.002).

ln the categorical analyses, of the 1l children who

with ncgative scores was 48.95

received total stress scores above the cutoff point, nine had
PSC scores of 28 or greater (chi square = 2.3; P =0.13).
Thus the majority of children who had experienced very
high stress levels were coded as dysfunctional by the PSC,
but the reverse was not true; only about oane third (9/28) of
the children coded as dyslunctional by the PSC had
experienced exceptionally high degrees of stress. This s
precisely the relationship that would have been predicted

{or a screening measure such as the PSC.
DISCUSSION

The central questions for any screening measure are
validity and practicality. As we tried to define the most
Crtain measure for validating the PSC, we confronted a

0

40 SO 60 70 80 90 100

1 - SENSITIVITY

PSC ROC curve: screening accuracy of various cutofl scores. SP. specificity; SN, sensitivity.

number of difficult choices. Although we did use a
structured psychiatric interview (DICA-P), this method's
emphasis on cataloging symptoms and the resulting high
percentage of children given one or more psychiatric
diagnoses?* was not congruent with most pediatnicians’
approach, which emphasizes developmental expectations,
daily functioning, and, given the pace of the office practice,
a lower perceatage of children needing further evaluation.
Other questionnaires measuring level of stress oc usc of
psychologic services are helpful but not sufficieatly specific
to provide definitive validation of a screening procedure.
Comparing a screening procedure to pediatricians’ ratings
of their own paticnts’ psychosocial functioning is a useful
approach to validation; however, pediatricians underdiag-
nosc psychosocial disorders,?? and thus, although rele-
vant, their ratings are not adequate as a sole standard.
Although we used all of the above-mentioned approaches,
ultimately we chose a somewhat innovative
dard.”
ment should indicate to the pediatrician a child’s general

“gold stan-
We thought that a psychosocial screening instru-

overall psychosocial functioning. The PSC should reflect
how the school-age child 1s currently mecting age-appro-
priate goals in school, play, pecr relationships, family life,
and the quality of the child’s mood. Because there were
prehiminary data that the PSC had a high sensitivity, and
because this was the first PSC validation study using
in-depth interviews, we decided to sample more children
screcned positive (28 of the 48 interviewed).

All of the measures indicated that the PSC s an
acceptably valid screening questionnaire f{or school-age
children in the coatext of a pediatric office visit. Tac
seasitivity of 0.95 when CGAS is used as the vahdity
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standard suggests that children scoring below the cutoff
point arc unlikely to have significant psychosocial dysfunc-
Lion. Although 2 $% falsc posmvc rate is not ideal, itisan
acceptably low figurc when 2 screening instrument is used
for any but the most severe disorders. The specificity of
0.68 indicates that il the PSC cutoff score of 28 is used,
68% of children identificd arc truly dysfunctional and 32%
would have false positive results. The rate of false positive
results reflects the real difficulty in judging when 2 child

has become sufficiently dysfunctional to warrant further

pcdxamc assessment (a matter thatcould be the causc of

legitimate disagreement between any two pcdmmcmns)
ln reference to the ROC curve (Figurc), 2 pediatrician
could decide to change the~cutofl score and achieve a
higher specificity (fewer false positive results), for exam-

ple, by using a PSC scorc of 31. In this case, 86% of the

children screencd would be truly dysfuncuonal and the

false positive rate would be only 14%. However, the

statistical “cost™ of this higher cutoff point is that there

would be more false negative results—some children in
necd of further attention would be missed—as the sensitiv-
ity drops {rom 0. 95 to 0.60.

A child scoring positive on the PSC was more likely to
have a scrious psycblamc diagnosis, to have experienced
more stress, and to have been in psychiatric trcatment. The
pediatricians participating 1 in the study thought that
approximately half of the children rated as dysfunctional
did not nced further attention. We cite just two cxamples:
One child with a positive PSC scorc who was rated as not
needing further cvaluation by his pediatrician had experi-
enced the suicide of his mother and was stealing, aggres-
sive, and depressed. Another child was having major
academic difficulties in school and also had poor peer
relationships.

What implications do these findings have for a pediatri-

cian in a busy, largely middle-class practice? We can make

some informed cstimates. If a pediatrician saw 50 school-
age children 2 week, approxnma\cly 48 parcals weuld
complete the PSC while in the wailing room. The recep-
Lioaist would score the qucsnonnmrc and attach it to the
chart, with the eatire process taking 3 Lo 5 minutes. Of the
48 children screened, the PSC would classify 14%, or

approximately seven children, as needing further evalua-

tion. Of the seven, probably three would already be known
1o the pediatrician. The {our children previously not knowan
1o be in distress of dysfunuxonal could then be assessed
further by a brief pediatric interview, which the pediatn-
cian could start by looking at the PSC and asking ¢ zbout
the most problematic behaviors and then goiag of te
feview the major arcas of the child’s psychosocial funcuocn-
ing.* Of the four newly discovered children with positve

PSC screening scores, one would have minimal difficultics
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and three would have 2 level of dysfunction previously

underestimated or unknown by the pediatrician. On the

basis of a bricl office interview, the pediatrician could
decide to follow these children more closcly or to refer
them, as indicated, for a morc comprchensive assessment.
In our hypothetical week, four bricl interviews would add a
total of 1 hour to the pediatrician s practice time, but there
would probably be some saving of time in not having (0
review the psychosocial functioning of the 41 children who
scored below the screcning point. Given the sensitivity of
0.95, twa of the 41 children defined by the PSC as

functioning well would have false negative results these

children would be truly dysfunctional but not identified.
Many questions remain. Would the PSC, if used in
office practice, change the pediatrician 's behavior either
by focusing cforts on the children screencd as dysfunction-
al or by increasing the referral rate for mental health
services above the current level of only 1% or 2%? Would
having patients screencd and identified encourage pediatri-
cians to improve their psychosocml interviewing and eval-
vation skills?® What is the natural history of children
identified by the PSC, and would pediatric attention of
referral bp helpful? Would parents actually accept this

more dircct approach to ass essing psychosocial function-

ing, and would consistent cfforts in this dircction encour-

agc parents o ask morc questions? Would pareats pay for

the pediatrician’s time spent on further cvaluation and, i
indicated, accept 2 referral? Arc appropriate mcmal
health services readily available and affordable?
Our study supgests that the PSC is a practical
chosocial disorders in pediatric outpaticnt

method of

screening psy
practice.

We thank Drs. Leon Eisenberg, Philip Lavori, Barbara Burns.
and Lioncl Hersov and Mrs. Helen Kiddy for their advice and

support.
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Use of the Pediatric Symptom Checklist to Screen )M/\

FEB

for Psychosocial Problems in Pediatric Primary Care

A National Feasibility Study

Michael S. Jellincl, MD; J. Michacl Murphy, EdD, Michelle Little: Maria E. Fagano, EdM,

Dianc M. Comer, BA; Kelly | Kellehier, MD, MPH

Background: Routine use o a brie{ psychosocial screen-
ing instrument has been proposed as a means of improv-
ing recognition, management, and referral of children’s
psychosocial morbidity in primary care.

Objective: To assess the feasibility of routine psycho-
social screening using the Pediatric Symptom Checklist
(PSC) in pediatrics by using a brief version of the check-
list in a large sample representative ol the full range of
pediatric practice settings in the United States and Canada.
We evaluated large-scale screening and the perfor-
mance of the PSC in detecting psychosocial problems by
(1) determining whether the prevalence of psychosocial
dysfunction identified by the PSC was consistent with
findings in previous, smaller samples; (2) assessing
whether the prevalence of positive PSC screening scores
varied by population subgroups: and (3) determining
whether the PSC was completed by a significant propor-
tion of parents {rom all subgroups and setungs.

Patients and Methods: Twenty-one thousand sixty-
five children between the ages of 4 and 15 years were seen
in 2 large primary care networks: the Ambulatory Senu-
nel Practice Network and the Pediatric Research in Office
Settings network, involving 395 pediatnc and {amily prac-
tice chinicians in 44 states, Puerto Rico, and 4 Canadian prov-
inces. Parents were asked to complete a brief quesuon-
naire that included demographic information. history ol
mental health services, the 35-item PSC, and the number
of pediatric visits within the past 6 months

Results: The overall prevalence rates of psychosocial dys-
function as measured by the PSC in school-aged and
preschool-aged pediatric outpaticnts (13%and 10%, respec-
tively) were ngarly identical to the rates that had been re-
ported inscveral smaller samples (12%-14% among school-
aged children and 7%-14% among preschoolers). Consis-
tenwith previous findings, children {romlow-income families
were twice as likely to be scored as dysfunctional on the PSC
than were children from higher-income families. Similarly,
children from single-parentas opposed to those from 2-parent
{amilies and children with a past history ol mental health
services showed an elevated risk of psychosocial impairment.
The current study was the first to demonstrate a 530% increase
in risk of impairment for male children. The overall rate of
completed forms was 97%, well withinan accepublerange,
and at least 94% of the parents in each sociodemographic
subgroup completed the PSC forni.

Conclusions: Use of the PSC offers an approach to the
recognition of psychosocial dysfunction that is suffi-
ciently consistent across groups and locales to become
part of comprehensive pediatric care in virtually all out-
patent setuings. Inaddition o it clinical utility, the con-
sistency and widespread acceptability of the PSC make
it well suited for the next generation of pediatric mental
health services research, which can address whether ear-
her recognition ol and intervention for psychosocial prob-

lems in pediatrics will lead 1o cost-effecuve outcomes.

Arch Pediatr Adolese Mcd 1999.153:254-260

Editor’s Note: [ get depressed every tme ['m reminded that more
than 1 i every 10 children suffer fron 2 psvchosocial problem

children and 13% of preschoolers havean
cmotional and/or behavioral disorder ™ The
rates of psychosocial imparment scem o
be higher in sk groups such as low-
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HILDIHOOD psvchosccial
dysfuncuon. considered a
ew morhidin T 20 vears
ago, has become wideh ac-
knowledeed as the most
common chromc condition of ¢chuldicn and
adolescents ' Epidenvological stadies e
part that 14% (0 20% of all schont-aned US

income, single-patent houscholds
Pediatricians have long been an i
portant (irst resource fov parcnts who are
worned about ‘herr children's behavioral
probleing *With the advent of managed
and especially capriated health svstems o
primary Carc prov iders assume an ¢ven
orcater “gatckecping responstbiliny 1o
wenufy manage and refer chuldren wiih
emotional and/or hehavioral disorders "
Ver recent studies cstimate that onlvabaot




PARTICIPANTS AND METHODS

SITE AND SAMPLE

The study was conducted in 2 large practice-based pri-
mary care research networks: the Pediatric Research in Of-
fice Settings (PROS) network’ and the Ambulatory Sen-
tinel Practice Network (ASPN).'' The PROS is a pediatric
network that was established in 1986 and currently com-
prises more than 1300 clinicians from more than 475 prac-
tices in all 50 states and the Commoawealth of Puerto Rico.
The ASPN is a family medicine network that was estab-
{ished in 1978 and currently consists ol 125 practices, with
about 750 clinicians {rom 38 states and 6 Canadian prov-
inces. Eighty-nine percent of PROS clinicians are pediatri-
cians, 10% are nurse practitioners, and 1% are physician
assistans. Eighty-five percent of ASPN clinicians are fam-
ily physicians, 7% are nurse practitioners, and 8% are phy-
sician assistants. The ASPN also collaborated with 2 re-
gional networks to expand the number of participating
family physicians. The characteristics of the Wisconsin Re-
search Network and the Minnesota Academy of Family Phy-
sicians Research Network are similar to those ol ASPN and
contributed 38 and 24 participating clinicians, respec-
tively.

Clinicians who had previously completed PROS or
ASPN research studies and were not participating in other
major studies were recruited by network coordinators and
stalf. Alter agreeing to participate, all clinicians com-
pleted the practice questionnaire assessing practice struc-
ture, attitudes, and training related to psychosocial problems.
After completion of the practice questionnaire, practices
received training materials for the study including a vid-
cotape and written instructions.

Three hundred ninety-five pediatric and family practice
clinicians in 44 states, Puerto Rico, and 4 Canadian prov-
inces participated in data cotlection {oc the Child Behav-
ior Study (prinicpal investiagtor, K J.K.). Prior research from
both ASPN and PROS confirms the comparability of pa-
tients, clinicians, and practices participating in primary care
networks studies with those ideatified in national
samples > A survey conducted as part of the Child Be-
havior Study® showed no difference in demographic {ac-
tors, practice characteristics, or attitudes toward psycho-

social problems among patticipating pediatricians and a ran-
dom sumple of primary care pediatricians from the Amen-
can Academy of Pediatrics. Pediatricians [rom the American
Academy of Pediatrics, however had miaunally higher rates
of patient with cither private insurance ot no insurance.

All cluldren between the ages of 4 and 15 years and
their parcnts or guardians who visited the clinician’s of-
fice [or health care during the practice’s enrollment pe-
riod were approached in the waiting room [or written con-
sent (o participate in the study. Procedures and consent
forms were approved by institutional review boards alfili-
ated with PROS, ASPN, and the University of Pittsburgh,
Pittsburgh, Pa. Each clinician enrolled a consecutive sample
of about 60 children aged 4 (o 15 years presenting {or noa-
emergent visits in the presence of a parent or caregiver.

All study materials were mailed to the research net-
works for inspection, verilication, and coding. Dawa entrv
was contracted out to an independent organization.

MEASURES
Sociodemographic Variables

Data on each child's age, sex, racial/ethnic background,
health status. history of own and parental use of mental
health services, paranal marital status, parental educa-
tion, and use of Medicaid insurance were recorded on the
clinician visit questionnaire. The highest level of educa-
tion {or e.ther parent was used as an estimate of SES. Par-
ents with a high school education or less were coded as low
SES: parents with some college, a college degree, or a tech-
nical school degree were coded as middle SES; and par-
ents with a graduate or professional degree were coded as

high SES.
Psychosocial Functioning

Psychosocial functioning was assessed using the PSC
(Figuee). The PSC consists of 35 items that are rated as -
never, sometimes, or often present {scored 0, 1, and 2, re-
spectively). ltem scores are summed and the total score is
recoded into a dichotomous varable indicating psychoso-
cial impa:rment. For children aged 6 through 16 years, the
cutoff score is 28 or higher. For 4- and 5-year-old chil-
dren. the PSC cutoff is 24 or higher.?®®

50% ol these children are idenulied by their primary care
physicians and that, once idenufied, only a fraction of
them receive appropriate mental health treatmenc” ' "

Despite the growing burden of psychosocial mar-
bidity, pediatricians do not receive adeguate taming
concerning psvchosocial problems. are hesuant 1o
attach potenually deleterious labels o children " do
not have tume during office wvisits to address psychoso-
cial needs, and may have limited access to mental
healtth referral networks. 't Recent efforts such as the
American Board of Pediatrics increasing ambulatory
and behavioral training requirements® and publica-
vons such as Bright Futures'® and the Diagnostic and
Statistical Manual for Primary Care'” may help o
increase awareness of psychosecial morbiduy over the
loag term, but now primary carc pediatcicians sl

strugele o provide psychosoctal services 2'®!'7 Given
the focus on productvity and proluability, the move
(0 managed care approaches in medicine has created
addinional pressure [or pediatnic clinicians to himit
sttenuien on psychosocial problems

Orie approach o {aciliaung recogmuon and refer-
ral of psychosocial problems is (0 use a parent-completed
screening questionnaire as part of routine pnmary care Vis-
(s ' Tre Pediatnic Symptom Checklist (PSC) was devel-
oped for this purpose The PSC s a [-page quesuonnaire
ol children’s emotional and behavioral problems that re-
flects parents wmpressions of their children's psychoso-
cual funcuomiag Cutoll scores [or school-aged and pre-
school-aged chitdren indicating chinical levels vl
dysfunction have been empirically derved using receiver
operator charactensuc analyses i studies companng the
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Please mack under the heading that best {its your chilg

Never Sometimes Often

Complains of aches or pains

Spends more ime 3lone

. Tares easily, little energy _
Fidgety. unable (o sit sult

Has trouble with 3 feacher

Less wnterested in school
Acts as o daven by a mator

Daydreams 100 much
Drstracted easily

_Is afraid of aew siyalions
. Feels sad. unhappy

. Is urtable, angry

W m NV AN
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[ X

. Feels hopeless

. Has trouble concenteating

15. Less interestin friends

16. Fighls with other children

17. Absent from school

18. Scheol grades dropping

19. Is down on himsetf o herset!

20. Visits doctor, with doctor finding
nothing wrong

21. Has trouble sleeping

22. Wornes 3 fot

23. Wants to be with you more than
before

24_ Feels he or she s bad

25. Takes unnecessary nisks

26. Gets hurt frequentty

27. Seems to be having less tun

28. Acts younger than children tus of
her age

29. Does not listen to rules

30. Does nat show feelings

31. Does not understand other peopie’s
feelings

32. Teases others

33. Blames others for s or her troubles

34 Takes things that do not betong to
him or her

35. Refuses to share

re
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Pediatric Symptom Checklist.

perflormance of the PSC with other validated queston-
naires and clinicians' assessments of children’s overall func-
tioning "> [n validity studies, PSC case classifications
agreed with case classifications on the Children's Behav-
ior Checklist (CBCL), clinicians’ Global Assessment Scale
ratings of impairment, and the presence of psychiatnc dis-
order in a variety of pediatric and subspectalty sctungs rep-
resenting diverse socioeconomic backgrounds.'" > When
compared with the Cluldren's Global Assessment Scale
scores in both middle- and lower-income samples, the PSC
has shown high rates of overall agreement (79% and 92%).
sensitivity (95% and 88%). and specificity (68% and
100%) ' ¥ Studies using the PSC have found prevalence
rates of psychosocial impairmentin nuddle-class or gen-

cral setuings that arc quite comparable to natnonal csti-
mates of psvchosocial problems ™ * More recenthy cl-
forts arc under way o develop speailic subscales ol the PSC
for use in identiflicauon ol attenuonal, tiernalizing (de-
pressio/anxiety), and behavior problems (W Gardner,
MDD, unpublished data, 1995)

Previous studies using a variety of measures have
consistently shown that the prevalence of psychosocial
impairment varies considerably based on scveral socio-
demographic risk factors, and rescarch with the PSC has
parallcled many of these {indings For example. low so-
ciocconomic status (SES).* living with a single par-
ent,!’ parental mental iliness * family discord * the child’s
temperamental characteristics, and male sex™" have all
been shown 1o increase the probability of psychosocial
dysfunction Consistent with these findings. studies us-
ing the PSC have shown the prevalence of child psycho-
social dysfunction to be 2 10 3 umes higher in children
with low {amily incomes, single parents,” or menially
ill parents.”

Some investigators have recommended that the PSC
should be considered “basic oflice equipment™in pedi-
atrics'® and others have argued that the PSC should be-
come a mandated part of all weli-child visits in man-
aged care seltings or large programs like Medicaid Early
Periodic Screening Diagnosis and Testing." Routine use
of a briel screening instrument like the PSC could pro-
vide a counterbalance to the previously mentioned pres-
sures toward undertecognition, but such recommenda-
tions presuppose that the use of the PSC would be feasible
across the full range of practice setiings among diverse
populations and regions.

Previous studies have shown that the PSC is a fea-
sible method of early detection in selected pediatricsites,
but these findings have been limited to samples of less
than 500 patients. Sample sizes have been too small to
investigate systematically the feasibility ol using the PSC
10 screen for dysfunction in diverse types of pediatnc prac-
tices that use varying methods of insurance reimburse-
ment, are located in a variety of geographic regions in
the United States, and that include {amily practice clini-
cians.

Our study assessed the feasibility of routine psy-
chosocial screening with the PSCinalarge national sample
involving more than 21 000 pediatric outpatients drawn
from the practices of 395 primary care clinicians repre-
senting 44 states, Puerto Rico, and 4 Canadian prov-
inces. Specifically, the assessment of the PSC's feasibil-
ity was operationalized by examining whether (1) in the
current sample the overall prevalence of positive PSC
screening scores was consistent with previously re-
ported {indings; (2) the prevalence of positive PSC screen-
ing scores vaned by sociodemographic subgroups asin
previous studies; and (3) the usc of the PSC was [easible
{or use with the full range of parents as cvidenced by hugh
and comparable rates ol questionnaire completion across

groups

SAMPLEL

Twenty-two thousand ly-nine preschool-aged and school-
ancd chuldren metthe ot ernena for mclusion and were
enrolled i the study No differences o age or sex were
detected it a companson af partucipaung children with non-
participauny chuldren Chitdrenn e westerm Unied States

were shighdy more lilely 1o parnaipate Of parucipaung

Lol i




Table 1. Saciodemographics, Health Status, and Use of Mental Health Services ot
Preschaalers, Schaal-aged Children and Adalescents, and the Total Samgple*

Tatal Sample, Aged 4-15y

Schaal-aged Children and

Preschaclers, Aged 4-5y Adalescents, Aged 6-15y

(N = 21065) (n = 5573 [26% al Tatal}) (n = 15492 {74"% of Total])
Sex
M 10477 (30) 2760 (50) 7717 (50)
F 10588 (50) 2813 (50) 7775 (50)
Parent education
Low 4845 (23) 1336 (24) . 3509 (23)
Middle 1671 (59) ) N7 (S6). .. 8570(55)
High o 4543 (22) L 1130 (20) = < 3413(22)
Race - ‘)‘i’ ~ 7‘ o 5‘ '; ESVIRRY '> ERVRERS
White 17 346 (82) ’ 4466 (80) - 12880 (83)
African American - 1356 (6) . 442(8).; - 914 (6)
Hispanic 1648 (8) 474 (8) . : 1174 (8)
Asian American 397 (2) R 104 (2) . 293 (2)
Native Alaskan 146 (0.7} : 34 (0.6) ’ 112 (0.7)
Other 172 (0.8) 53(1) . 119 (0.8)
Minority status 3719 (18) 107 (20), 2612017
Parental marital status o P T
2 Parents fiving together 15073 (72) T.
Single parent SR 5992 (28) a2
Heatth status s E
Goad or very good Xm0 20265(%6)
Faic or poor 800 (4) o T 192(3) .
Ever received mental 37158 (18) - T T 432(8) ]
health services )
Medicaid insurance 3749 (18) 1191 (21) 2558 (17)

*Data are presented as number (percentage).

children, 665 (3%) had PSCs that were missing 5 or more
items and 339 (1.5%) had other missing data, leaving a
final sample of 21065 children.

As shown in Table 1, of the final sample of chil-
dren, 5573 (14%) were of preschool age, 10477 (50%) were
male, 3719 (18%) were from minornty backgrounds, and
5992 (28%) were [rom single-parent households (sepa-
rated. divorced, or deceased spouse). Of the total sample,
4543 children (22%) had at least | parent with a graduate
or professional degree; 11677 (55%) had at least | parent
with some college, a college degree, ora technical school
degree, and 4845 (23%) had parents with a high school
diploma or less. Three thousand seven hundred forty-
nine (18%) were covered by Medicaid insurance. Eight hun-
dred children (4%) were reporied by their parents to have
fair or poor health. Three thousand seven hundred (ifty-
eight (18%) had a history of using mental health seovices

PSYCHOSOCIAL FUNCTIONING
AND RISK FACTOR GROUPS

As presented in Table 2 the PSCadenulied 2077 (13%)
ol the school-aged children as having psychosocul dys-
funcuon. a prevalence rate thatis consistent with the rates
of 12% 1o 14% [ound in previous PSC studies in nuddle
or mixed-tncome samoles Among preschoolers. the
prevalence of psvchiosocial dysluncuon was 10% (580/
5573). the mcan of previous reported prevalence races

(7% and 14%) in 2 small samples that used the PSC with
4-and S-vear-olds ' analvsis ol PSC case rates by re-
gron showed that the rate of prychosocial dysluncuon was

10% in the northeastern practices, 13% in southern and
western practices, 15% in midwestern practices, and 16%
in Canadian practices (P<<.001). Table 2 also presents
the results ol previous studies of the PSC in pediatric out-
patient settings'™?'?* in comparison with those of the
current study.

As in previous studies, rates of psychosocial dys-
function were about 2 times higher for low SES children
(parents have a high school education or less) than for
high SES children (at least 1 parent has a graduate or pro-
fessional degree) both for school-aged children (20% vs
9%) and for preschoolers (15% vs 6%). Results were al-
most as consistent with regard to the risk factor ol com-
ing {rom a single-parent family. In all previous studies
with the PSC. children {rom single-parent families werr
more likely to be coded as dysluncuonal than children
from 2-parent famihes, although the increase 1n risk
ranged (rom 10% to 5-fold . In the currentstudy, for both
school-aged and prcschool-ngcd children, the increase in
risk was just more than double (22% vs 10% and 17% vs
8%, respectively)

Asndicated 1in Table 3 both poverty and single-
parent status were significandy assoctated with hugher
mean PSC scores The mean PSC score of children from
single-parent households was 4 points higher (181
[SD = 11 3 than the mean PSC score of children [rom
2-parent famithes (139150 =9 2] 1= -25.8, df =9315 8
P< 001) Low-income chuldren also averaged 4 points

higher onthe PSC 17 2{5D = 11 21} compared with chil
dren ol anddle- (13 215D =9 0]) or higher-incomie sua-
(s (14 015D =9 71 F = 195606 df =221002. P< 001,




Tatle 2. Prevalence of Psychosocial Dystunction in Children Aged 4 ta 16 Years in Med cal Quipatient Settings*

Jellinek Jellinek Murphy Rauch Murphy Pagano Little Kelleher Kelleher
et al" etal® el al® el af™ etal® et al™ etal™ el al, 1996 et al, 1996
(N =206) (N=300) (N=123) (M=377) (N=319) (N=1117) (N= 15) (N =15492) (N = 5573)
Setting Suburban  Suburban/ Dermatalogy  Public heatth  Public health Suburban  Qutpatient  Network Network
practice urban HMO  health center practices chniec chinic practice practices practices
Age range, y 6-12 6-12 6-12 6-12 6-12 4-5 4-5 6-15 4-5
pPSC case rate 12 (257206) 14 (437300 22 (271123) 13 (48377) 1 (40/379)  7(&117) 14 (16/115) 13 (2077/15492) 10 (580/5573)
Socioeconomic status
Low 19 (4721) 22 (117530) 19 (16/83) 27 (3/11) 20 (71573509)1 15 (203/1336)t
Lower/muddle 8 (4/48) 24 (10/42)t 25 (9/36) 9 (14/152) .. . 20(420) 13 (1072/8570) 10 (305/3107)
Upper/middie 8 (7/30) 13 (387258) 10 (1110) S (4/78) . . 13 (8/61) 9 (290/3413) 6 (72/1130)
Parental maritat status
Single parent . 18 (14/76) 34 (2/77) L. 18 (14/76)§ 10 (220) . 22 (1004/4518)1 17 (24971474)t
Parents ving 13 (11729) 7 (3/46) . 8 (267307} B (W72) . 10 (1073/10974) 8 (426/5141)
together
History of therapy - o
History . 89 (17/19)f  100(22) 26 (8/731) 29 (6721)¢ 0 (1) . 37 (1223/3226)1 36 (154/432)t
No history . 38 (11729) S5 (12/22) 12 (407346)  9(347362) 8 (8/104) . 7 (854/12166) 8 (426/5141)
Sex
M 15(17111) 17 (25149) 31(1652) 15 10 (21/203) 12 (7/60)§ 9 (5/83) 173477 12 (3332760t
L £ 8 (8/99) 13 (187140) 61171 11 11 (19176)  2(1/57) 18 (11/62)  3(730/7775) 9 (247/2813)
« All studies used the Pedialric Symptom Checklist (PSC). Data are presented as percentage (number/total aumber). Ellipses indicate nol applicable; HMO. heafth
mainienance 0rganization.
tP<.001.
tP<.01.
§P<.05.

- Although previous studies had shown mixed results
Table 3. Comparisan of Mean Pediatric Symptom Checklist in terms of sex differences, the currentstudy demonstrated
Scores Within Selected Risk Factor Groups that boys were significantly more likely to have higher PSC
scores than girls for both school-aged (17% vs 9%) and

Na. of preschool-aged children (12%vs 9%). Asindicated in Table
Patieats Mean (SD) (Range] 3. the mean PSC score of school-aged boys was more than
Total sample 21065 15.1(10.0) {0-65] 3 points higher than the mean PSC score of school-aged girls
Sex . (17.3 15D = 11.2] compared with 13.8 [SD = 9 8] . respec-

Tf :g ;g :gg 2;03)5)[(506?]3] tively). Thed ([lerence between bovsand girls seemed to be

somewhat less pronounced in the preschool years, where

Ag;j,iiihool boys 2760 145 (8.0) (048] the mean PSC score for boys was about 12 points higher
Preschool gids 2813 128 (7.7) [0-51] than the mean for girls (145 5D = 8.0} compared with12.8
Schoal-aged bays 7717 17.3(11.2) {0-63]* [SD=77}t=-8 0,dj‘:5571.0‘P<,001),

Schoot-aged girls 7775 13.8 (9.8) [0-69]

Parental education PARENTS COMPLETION OF THE PSC

Low 4845 172 (11.2) [0-65]*
Middie 1677 14.9 (9.7) (0-64] N , o
High 4543 13.2 (9.0) (0-54] The [easibility of using the PSC was assessed by com-

Parental marital stalus paring the percentage of forms that were returned with
Parents living together 15073 13.9(9.2) [0-64)" at least 30 of the 35 items completed (no more than 5
Single parent 5992 18.1(11.3) [0-65] missing items) across sociodemographic and risk

- groups The overall rate of completed forms was well
P 001 within an acceptable range (or all groups assessed.,
with at teast 94% of the parents in cach group fully

Previous research had demonstrated consistent completing the PSC form (missing data on no more
signilicant associalions beiween a history of menial tian 5% of the forms) In the sample asa w hole. 97%
health treatment and higher scores on the PSC The of children screencd had completed PSCs No signifi-
current study not only confirmed this finding for cant differences in complenon rates were found by
school-aged cluldren, but sugoested that 1t was even medical specialty (aither fanuly ot pediatne pracuce),
stronger than had previously been reported, with a 4- geograplic region of managed vs non-managed care
0 S-lold increase in nsk rather than the 2210 3-fold plan membership Parcnis completion rates were
inerease that had been noted 1in the smaller previous slxgluly lower in urban locales (93% vs 93% |rurall
studies (37% vs 79%) Sumdarly lor [/ncxchoolcrs‘ a hus- and 08% |suburbani =< 001y {or law SES parents
tory of mental health services nearly quadrupled the (95% vs 08% | middle STS parentsl and 98% [high SES
hikelihood of psyyt:hogocml tpainment as measured by p;\rtnifwl. P< 001), amoung those parents receiving
the PSC (36% vs 89%) Medicard (94% ve 98% of those noy recening Med-
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icaid: P<.001), and among minority parents (94% vs 98%
& p
among non-minacity parents, pP<.001).

. COMMENT

Parents ol more than 21 000 childrenaged 4 to 15 years scen
in 2 large prumary care netwocks involving 395 pnmary care
clinicians in 4 states, Puerto Rico, and 4 Canadian prov-
inces voluntarily {illed out the PSC. Unlike previous stud-
ies using the PSC, screening was successfully implemented
by clinic personnel without the aid of research assistants or
other personnel uined specifically for study purposes. Nunety-
seven percentof participadng parents completed the PSC.
The success{ul implementation of psychosocial screening
using already existing personnel and the high rate of screen-
ing compledon indicates that the PSC offered a feasible method
of screening 4- to 15-year-old children attending both pe-
diatric and family medicine practices nationwide.

The prevalence of psychosocial dysfunction in
school-aged children in this nationally representative
sample was 13%, a rate thatis virtually identical to rates
of impairment reported in previous studies using the PSC
in outpatient mixed SES samples.'® The rate of impair-
ment among preschool-aged children (10%) was also com-
parable to rates in previous studies of smaller samples.
There has been some variability in the prevalence of pre-
school psychosocial dysfunction as measured by the
PSC 29 A recent study of a low-income, predominantly
Mexican American population” showed a rate ol 7%
among 4- and 5-vear-olds, compared with 14% among a
suburban, predominandy middle-income sampleand 11%
in the current sample. This variability may be ac-
counted for by several [actors. The lower prevalence rate
found in the small sample of Mexican American pre-
schoolers may have been a result ol underreporting by a
population of parents whose native language and cul-
wral expectations were different. Previous PSC studies
of preschoolers have used very small samples of about
100 subjects, which may have contributed to artificially
high or low prevalence rates. In accordance with previ-
ous studies using the PSC, poverty and coming from a
single-parent family doubled the ask of psychosocial dys-
function. Children with a history of mental health treat-
ment were 4 1o 5 times more likely to have high PSC
scores

Thus was the {irst study of the PSC with school-aged
children 1o document the signilicanty hugher cate of dys-
funcuon for boys. a finding that was also significant {or
preschoolers 1n bothage groups. boys were about 12 nmes
more hkely to be coded as cases on the PSC. These re-
sults are consistent with epidemiological findings show-
g alugher prevalence of parent-idenuficd behavioral prob-
lems and a higher rate of mental health referral in male
cluildren and adolescents thanin female children and ade-
lescents © Previous studies also suggest that girls are more
likety than boys to have mternahizing difficulies (e anxi-
ety and dcprcssxon) which may not be as readily idenu
fied and/or reported by parents ot weachers’

The PSC has performed as predicted in 8 published
primary care stuches inctuding the current sample of more
Uhan 21 000 chuldren Results ol dhese studics have con-

<

croently demonsirated thatabout | ol every B chuldren

seen in primary care have significant levels of psvcho-
social problems

Given the hugh rates ol unrecognized, untreated psy-
chosocial problens in children. the PSC could play an un-
portant ralen comprehensive care and health supervision
If the PSC scores are high, the physician may spend a few
minutes with the parents going over the items they checked
off 10 affirm validity and assess severity. This information
may help the physician facilitate a discussion of the child's
majorareas of funcuoning (family, school.acuvities, and mood
states), notable stressors (maternal depression or parenul
discord), and risk factors. The physician may then deterniine
the need for pediatnc (ollow-up to reassess impatrment, pa-
rental guidance, ot mendal health referral.

Facing a rising prevalence of emotional and behav-
ioral problems and limitations on reimbursement within
the managed health care system, pediatricians may wish
to screen and spend available time on those children with
serious impairment. while the PSC offers an approach
(0 identifying the growing number of children with psy-
chosocial dysfuncuon, trials of screening and interven-
tion will be necessary to assure improved outcomes for
children with emotional and behavioral disorders as well
as 10 assess the cost offset of enhanced care.
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The Pediatrician's Role in Development and Implementation of
an Individual Education Plan (IEP) and/or an Individual
Family Service Plan (IFSP) (RE9823)

AMERICAN ACADEMY OF PEDIATRICS

Committee on Children With Disabilities

ABSTRACT. The Individual Education Plan and Individual Family Service Plan are legally mandated
documents developed by a multidisciplinary team assessment that specifies goals and services for
each child eligible for special educational services or early intervention services. Pediatricians need to
be knowledgeable of federal, state, and local requirements; establish linkages with early intervention,
educational professionals, and parent support groups; and collaborate with the team working with
individual children.

ABBREVIATIONS. IDEA, Individuals With Disabilities Education Act; IEP, Individual Education
Plan; IFSP, Individual Family Service Plan; OHI, Other Health Impaired.

Special education in each local school district is protected and regulated by strong legislative and
judicial safeguards created by the federal Education for All Handicapped Children Act (PL 94-142).
This act was reauthorized in the 1991 legislation PL 101-476 under the new title, Individuals With
Disabilities Education Act (IDEA), which has four key components: 1) identification of children with
learning-related problems; 2) evaluation of the health and developmental status of the child with
special needs, determining current and future intervention requirements, and developing a plan to
match services to needs; 3) provision of services that include educational and related services; and 4)
guaranteed due process.l These federally legislated safeguards establish that children with disabilities
and their parents share the same legal right to a free and appropriate education as children without
disabilities.

Federal legislation requires that each child recognized as having a disability that interferes with
learning has a written plan of service: an Individual Education Plan (IEP) for children aged 3 through
21 years, an Individual Family Service Plan (IFSP) for infants and toddlers birth through 3 years, and
a Transitional Services Outcome Plan for young adults at 16 years of age. Federal legislation defines
transition from school as a coordinated set of activities for a student designed to promote movement
from school to postschool activities, including postsecondary education, vocational training,
integrated employment, continuing and adult education, adult services, independent living, and
community participation. This transition plan highlights and validates the lifelong needs of
individuals with disabilities and is the beginning of an integrated program that enables adults with
disabilities to live, work, and play in our towns and cities. The pediatrician is in a key position to
participate in planning services and to provide care for these children and young adults.

BACKGROUND

The Individual Education Plan (IEP)

[n 1975 Congress enacted PL 94-142, the Education for All Hardicapped Children Act, as an
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educational bill of rights to assure children with disabilities a free and appropriate education in the
least restrictive environment. In 1977 implementation of services was extended to children 3 to 21
years old, although services for children aged 3 to 5 years remained optional. States were also
requested to identify children who had not previously received services.

PL 94-142 (currently Part B) allowed children with mental retardation, hearing deficiencies, speech
and language impairments, specific learning disabilities, visual impairments, emotional disturbances,
orthopedic impairments, and a variety of medical conditions that may interfere with education
(categorized as Other Health Impaired [OHI]) to receive special education services. To meet the
eligibility criteria, a child's disability must interfere with the educational process and normal school
performance to the extent that special education assistance is needed.

Other portions of the law provide the following:

I. Every child must have a multidisciplinary evaluation by a team. This team, working in
collaboration with the family, is responsible for designing an [EP that has specific education
and therapeutic strategies and objectives. Each plan must be reviewed annually.

2. Every child must be educated in the least restrictive environment. This criterion supports the
concept of integrating children with and without disabilities as much as possible and with extra
supports and services when necessary to tacilitate inclusion.

3. The evaluation team may recommend the following related services: transportation;
developmental, corrective, and other supportive services (including speech pathology,
audiology, psychological services, and physical and occupational therapy); recreation
(including therapeutic recreation); and social work services (including rehabilitative
counseling) and medical services (for diagnostic and evaluative purposes only). These services
may be required to assist a child to benefit from special education and include early

identification and assessment of disabling conditions.” If the parents approve the [EP, they sign
a document and the school is committed to providing these outlined services.

4. The rights of the parents and child to "due process" shall be protected. This ensures the parents'
rights to be involved in developing the educational plan and for the meeting to be conducted in
their native language or other mode of communication if it 1s not a written language
understandable to the general public. The IEP/IFSP team leader 1s responsible for arranging
and paying for an interpreter if English is not the native language of the home or if the parent
has a hearing impairment. Furthermore, parents have the right to appeal when they view the
team's decision as inappropriate or harmful.

The Individual Family Service Plan (IFSP)

In 1986 Congress enacted the Education of the Handicapped Act Amendments, PL 99-457.* It was
reauthorized in PL 105-17 in 1997. Part C of this reauthonization legislation, formerly known as Part
H, called for the creation of statewide, coordinated, multidisciplinary, interagency programs for the
provision of early intervention services for all infants and toddlers with disabilities. Although the law
did not mandate these services, partial reimbursement of costs was made readily available to states
that wished to participate. All states have established programs for children birth to 3 years. These
developmental services are designed to meet needs in the areas of physical, cognitive,
communicative, and psychological development, and in self-help skills. The purpose of these services
is to enhance the development of the infant and toddlers with disabilities; to minimize their potential
for developmental delay; and to optimize the abilities of the families to meet the special needs of
their children. [t was also hoped that this would minimize the cost over time of special education
services when youngsters attained school age, decrease the need for institutionalization, and enhance
the potential for independent living.
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The law requires each state to create its own definition of developmental delay as a basis for
determining eligibility for services. Pediatricians played a significant role in determining this
eligibility by advocating for a broad definition of developmental delay. Services are provided for
children with developmental delay, as well as for those whose biological conditions have a high
probability of having a delay. In addition, states have the option to provide services to those children
who are at risk of manifesting developmental delays attributable to environmental factors.

A major difference between Part C of PL 105-17 and Part B of PL 94-142 is that Part C focuses on
the involvement of the family and supports for the family. Under this law, the evaluation, assessment,
and planning take place with family participation and approval. Early intervention services are all
optional, subject to family approval, and are provided in natural settings such as the parents' home
and child care settings as well as more formal child development programs. The current discussions
about early brain development center around children from birth to 3 years. It is during this period
that the growth and organization of the brain is most influenced by environmental factors that Part C
strives to make optimal.

- TRE S EEE
.

Children referred as potentially eligible receive a comprehensive multidisciplinary assessment. The
assessment describes the abilities and needs of the child and family. Following assessment, an [FSP
is created, to include the following:

SN R

« the child's present attainments,

« family strengths,
« how to enhance development of the child, |

« major outcomes expected, including the outcome measures and criteria, and time lines to
achieve specific goals,

« specific early intervention services that the child and family will receive,
« projected dates for initiating services and their duration,

« name of the service coordinator responsible for coordinating and helping the family implement
the plan,

« steps to help the child and family with the transition to school services at an appropriate time.

The statute specifies a wide array of other services, but the only health services included are those
that are "necessary for the infant or toddler to benefit from other early intervention services."
Diagnostic and consultative medical services are also included, but the extent to which these services
are funded by the early intervention program varies.

MEDICAL ROLE AND RECOMMENDATIONS

Several roles for the pediatrician exist under IDEA. All pediatricians should ensure that in their
practices, every child with a disability has access to the following services:

. A medical homc.s'6 A medical home provides care that 1s accessible, continuous,
comprehensive, family-centered, coordinated, and compassionate. For children with special
health care needs, many of whom have an [EP or an [FSP, the pediatncian's central role as the
provider of primary care means that he or she would participate in the plan development In
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ﬂ addition, the pediatrician should collaborate with community resources in treatment planning
and in promoting early intervention programs that work. - ‘

I 2. Screening, surveillance, and diagnosis.7’8 The pediatrician should screen all children from the
first encounter, checking for risk or existence of a disability or developmental delay.

Pediatricians are in key positions to identify at the earliest possible age those children who may
benefit from services under IDEA. Pediatricians should provide screening and survetllance
using a combination of methods best designed to take advantage of multiple sources of
information.

3. Referral. The pediatrician should be knowledgeable about the referral process to early
intervention programs in his or her community and knowledgeable about the parents' night for
multidisciplinary team evaluation by the school- or state-designated agency if a disabling
condition may be present. [n addition, some of the best support of parents comes from other
parents who are able to offer emotional and social support and practical advice. Many
communities have programs in which parents support each other and help parents new to the

system better navigate the systcm.9 Family Voices, a nationwide grassroots network of families
and friends speaking on behalf of children with special health care needs, is a creditable
organization that can assist parents and pediatricians and is accessible by telephone and the
Internet (888/835-5669; www familyvoices.org).

4. Diagnosis and eligibility. For early intervention, the pediatrician has an important role in the
identification of children with established delays and in the diagnosis of conditions with a high
probability of developmental delay, which will qualify a child for this program. Each state has
developed a definition of these conditions, which should be obtained from the state's lead
agency for this infant and toddler program. In addition, some states include "at risk" conditions
as defined by the state as eligible for services. Further information about these issues can be
obtained from the single point of entry into Part C locally or the state's lead agency. A list of
lead agencies for state early intervention services can be obtained from the National Childhood
Technical Assistance System (919/962-2001; www nectas.unc.edu/).

5. Participation in assessment. A child identified through screening or observation as meeting the
definition for developmental delay should receive a comprehensive multidisciplinary
assessment. The pediatrician has an important role as a referral source or, if more extensive
participation is elected, as a member of the multidisciplinary team. Few pediatricians have the
flexibility in their schedules to participate in person in lengthy team meetings. Usually, these
meetings are scheduled with a short lead time and at the convenience of the educators
arranging them. However, all pediatricians should offer to be available by written
communication or participate by conference call or other means to offer input to and receive
feedback from the assessment team. Ideally, the pediatrician should be a member of the team
and attend the I[EP/[FSP meeting.

6. Counsel and advice. During the assessment process, families will need a knowledgeable person
for medical advice and counsel. Pediatricians can alert parents to the benefits of a pre-IFSP or
pre-IEP conference; of their nght to sign the IFSP or IEP only when they are comfortable with
the recommendations; and their right to have a friend or other advocate at the [FSP and [EP
conference. Although a parent may bring their personal attorney to the conference, most
parents do not. If an attorney is going to attend on behalf of the family, the family should notify
the school agency of that fact before the meeting to give the school an opportunity to have their
legal counsel or top administrator scheduled for the conference. The appeal process begins at
the district school board where the child resides. The president of the school board and
superintendent of schools should receive the written appeal document. If appeal at the distnct
level fails to satisfy the family's concerns, their next appeal 1s to the State Board of Education.
Rarely does an appeal by either the school district or family go to state or federal supreme
courts. Each district school board has a published document that advises parents of procedural
safeguards, which can be obtained at no cost to the family. Most assessment teams nominate a
member as service coordinator to work with the families. A strong link should be developed
between the assessment team and the primary care pediatrician, as well as an open shaning of
concerns between parents, the pediatrician, and the assessment team.

7. Creation of the [EP and [FSP. Pediatricians who participate in the assessment process should
be consulted by the assessment team when these documents are created. Such consultation is
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vital to preparing an appropriate and effective plan. The pediatrician should review the plan
developed, counsel the family, and comment on health-related issues as needed. The
pediatrician should determine if the health-related services proposed are appropriate and
sufficiently comprehensive and assist parents in performing their advocacy tasks when there s
evidence of inappropriate planning. Ideally, when schools or educational agencies are
developing the IEP or [FSP, a pediatrician should serve as a member of the assessment team.

8 Coordinated medical services. When medical services are part of the IEP or IFSP, they should
be conducted by the primary care pediatrician or an appropriate pediatric subspecialist. Medical
services and communication should be coordinated by the primary care pediatrician or his or
her designee in those cases in which the children have complex medical needs involving
several physicians or centers. Special education personnel should be made aware of the
restrictions of health care insurance including limited referral options and the role of the
primary physician as "the gatekeeper” in some programs.

9. Advocacy. Pediatricians have many local and state opportunities to serve as knowledgeable,
thoughtful advocates for improved community and educational services for children with
disabilities. Pediatricians who select this role need to be aware of the structure of services in
the community and the key persons who implement them. Examples of advocacy roles for
pediatricians include participation in the local or state early intervention interagency council,
consulting with the local school system or state department of education, or becoming a school
board member.

CONCLUSION

Participation in interdisciplinary efforts for children with disabilities can help the pediatrician focus
on the needs of the child with disabilities or developmental delay and improve the coordination of all

forms of service and care for the child and the child's family. 10 The pediatrician's role in IEP and
[FSP development and implementation includes knowledge of federal statutes and state and local
mandates and regulations; establishing linkages with local early intervention and education
professionals and parental support groups; and collaborating with the team serving the individual
child. Collaboration among parents, pediatricians, and educators can lead to better quality of care and
paves the way for a better quality of life for the child and young adult with a disability.
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INDIVIDUALIZED HEALTHCARE PLAN FOR PROGRAM/SCHOOL

Thxs (orm is lo be complolud by yourchlld phy\,(cxan H you prowde the 9cr|ool with a SK[P form, comp[ﬁte the boltom oCC[IOﬂ
to; 1et school ‘or.program pprfonnel know who has accessio the’ SKIPJorm at schoolm case’ of an-emergency.” R

CONFIDENTIAL

For
Uale 3 &M

Thad s Ful Hame

Written on by

Uala Rame 7 Derées LCEAT

has a health condition of which you as his/her teacher need to be aware.
The description of this problem, as well as emergency care and individual considerations, is stated below. Keep this
information so it is available to substitute teachers. Please feel free to contact me if you have any questions.

MEDICAL DIAGNOSIS / CONDITION:

SIGNS / SYMPTOMS:

1 4.
2 5.
3 6.

SUGGESTED ACTION:

INDIVIDUAL CONSIDERATION:

Parent/guardian.____ Home: Work o
Physician: ___Phone: ~_ Hospital:
Other contact person B ___Relationship’ ~_Phone. o

FOR EMERGENCY
The SKIP torm (medical information to give to the ambulance emergency medical personnel), s held by

T CocationTalephiong numbee

Name Positon
I the person 1S NOT avaldable piease contact
Rama e FeSlon T T CHTahon T Iphae o lan B

TGS
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PHYSICIAN’S ORDERS FOR SPECIALIZED HEALTH CARE
PROCEDURES AT PROGRAM/SCHOOL

physidan s orders. are necesoary i ;
your chxld needv aasxatance wnth erformmg a‘nealth
' cadure to:be peifo

Date of birth:

Student's name:

Program/school:

Address:

Procedure:

Who is responsible for performing procedure/assisting :

Date and duration of procedure:

Other recommendations:

Parent/guardian’s signature: N Date:

Physician name:____

Physician’s signature. L Date:

Address: - -

Phone: B [ —————

il
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ADAPTIVE PHYSICAL EDUCATION RECOMMENDATION

To be completed by physician

ies are restricted. <This form is to be used

lld's physic:

Student's name: Date of birth: School:

is a patient of mine, and is unable to participate in physical
education activities due to activity intolerance related to:

Anatomic impairment: (cardiac/other) )
Developmental delay: (physical maturatior/other)
Health status, altered: (general/body/muscular weakness secondary t0)

Oxygen supply/demand imbalance, secondary to:
Physiology, altered: (breathing pattern, ineffective/other)
Other (specify diagnosis or description of the condition)

Condition: Permanent Temporary .
If temporary, may return to unrestricted activity (Date)

[P P S R e e e R R R R R R R A A A R A R AR LA Rl el Tl il d Al Al

Functional restrictions: Child's condition is such that the intensity and type of activity should be limited. S(he) is
capable of participation to the extent of:

Unrestricted physical activity
No competitive sports; in other activities, should stop short of excessive fatigue and undue stress.
No contact sports, other activity allowed.

Moderate exercise, with all running, jumping and gymnastics excluded.

Minimal activity, training in coordination only. Simple, nonstrenuous activity.

Recommend the following exercise:

................... U U AP AP L LR R R R R R R A AR AR R AR R LR A

Musculoskeletal restriction:

Avoid activities involving upper extremities.
Avoid activities involving neck, back or abdomen.
Avoid activities invalving the lower extremities.

Comments: Attached are recommendations and/or orders that will assist the school system on developing a health
management plan and an adaptive physical education program for this child.

Physician signature Phone number Date

. s



MEDICAL INFORMATION FOR SCHOOL/PROGRAM

This will help you'kéep a’récord of your Shild'S fegular or schaduled eye and hédring exams and speechlanguage tests.

Remember to update this information as often as necessary. Child’'s Name:
Eye Exams
Date Results

4 e

Hearing Exams
Date Results

Speech/Language Tests
Date Test administered

Results

14698

Latechoolimedinio
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OTHER INFORMATION RELATED TO MY CHILD'S MEDICAL
CONDITION TO BE SHARED WITH PROGRAM/SCHOOL

school pe' gﬁgglriwork g

Remember to update this information as often as necessary. Child’'s Name:

1i/6/98
Lntschoohothennto
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REQUEST FOR SPECIALIZED HEALTH CARE FOR MY
CHILD AT PROGRAM/SCHOOL

You as parent or guardian of your child, must give the school wrilten authorization for:

« health care procedures pedormed by your child with assistance by smoofpersonnel

« health care procedures pedormed by school pe(sonnel on your child

[t is also recommended that you p(owde the school with written authorization Ior,your child to pedomm a.health care procedure
without assistance.

This form is only a request. Health schoo[ services usually have to be an IEP"“

'team) meeting decmon For certam services,
a child's insurance carrier provides semces at.child's 'school. R -5 R

Child's name: Date of birth:

| request that the following health care services be administered to my child:

| understand that a qualified designated person(s) will be administering the above mentioned
health care services. Itis my understanding that the following person(s) will be administering
these health care services to my child using standardized procedures which have been

approved by our physician:

Name Address Phone

Name Address Phone

| will notify the programvschool immediately if the health status of my child changes, if thereis a
change in the procedure and/or if the procedure(s) are canceled.

Name of parent/guardian

Address

Phones where parenVguardian can be reached:

Home tefephone number Work telephone number Other telephone number

Signature ol parcntguardian Date

11/6/98

dovernnolireouest



PERMISSION TO RELEASE INFORMATION
FROM PROGRAM/SCHOOL PERSONNEL TO PHYSICIAN

You ‘may wan! Program/Scf}ooI peraonnel such as. your ch(,Id s chool e
or health h related information with your phyﬂctan ‘about‘you chid Thl 10
you “specily below 1o your Child's*physician ™ T E N

[ do hereby authorize release of information to:

Physician/Institution Name

Address
City, State, Zip Code

Phone number
Date of birth

Student’'s name

(nformation Requested by Physician from Program/School

ischild;itis important to obtain

1heﬁ5ﬂoﬁhg‘|nformatlon
Parent/Guardian

Parent/Guardian

Initials Initials
Behavioral Observations o Nursing evaluations (e.g. 180,
Health Procedures at School o BP temp., wt., blood sugar)
Individualized Health Plarvindividual o Psychological evaluation
Education Plarvindividualized Psychosocial evaluation
Family Service Plan/ 504 Plan Treatment plans
Informal observations/progress notes o Tests
Medication record o
Other:
This information is confidential and shall only be viewed by the individuals listed below:
Name: . Position: o B
Name: o - Position:
Name pPosiion:
Name o Position
T Toe

11/6/98

Lavechicolpennl
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PERMISSION TO RELEASE INFORMATION FROM PHYSICIAN
TO PROGRAM/SCHOOL PERSONNEL

You may want your phy ician to share medlcal or. “health-related mformal:onwxm;' _ool ar. proc‘ram pusonne[_f his Iorm gives

wntten permission for your child's’ phy.,xCIan to re‘lease m(ormatnon to. ochcolpr program per‘,onnel

| do hereby authorize release of information to:

Name/institution

Address
City, State, Zip Code

Phone number

Date of birth

Student's name

Inorder (S d'%[op’an 1ndividualized He:

‘lhxs studeguauq jmpodant to obtainthe 10]!0}.Vxng ulf:rm_,

Please include the following information: Parent/Guardian Initials
(] Diagnosis o
[] Date seen by physician(s) o
[ Treatment and progress e
[7] Prognosis o
(] Recommendations for handling e
this health need at school

Parent/Guardian [nitials

Parent/Guardian [nitials
(] Discharge summary
(] Information observation/
progress notes
[] Laboratory tests o
[] Neurological evaluation B
(] Physical examination

(] Physician orders for
procedures at school
[] Psychiatric evaluation
(] Psychological evaluation
[] Treatment plans/plan
of management

Other:

ay be viewed by the following personnel directly involved in the

This information is confidential and m
(e.g. my child's teacher, principal,

welfare of my child. Please specify who may view the information,
persons in the Department of Special Education):

Parent/Guardian Initials

Name: o Position: - o

Position: . -

Name: N .

This information remains in a secured location in the school health service office .

This information may also be filed in: (] Child's cumulative record o
(7] Other (please specity) B

- T T Date T

Parenlguardian signature
11/6/98

fimschoolperm?




PROGRAM/SCHOOL MEDICAL EMERGENCY PLANS
CHECKLIST FOR FAMILIES

This is a checklist ol information your famuy wdl wanl to review and discuss with srhool :puoonnel in ordor to make sure -
everyone is aware "of what will ‘happen-if your: child has a medical emergency. = i

Remember lo update this information as ofter as necessary. Child's Name:

DI.

Find out who keeps your child's SKIP form (medical information to give 10 the ambulance emergency
medical personnetl):

Rama Fosihon Tocalion 7 lekephons numbear

Find out who is the backup person to be contacted if the above named person is not available at the time of
an emergency:

Rame Posdion Tocalioa 7 lakephone number

Inform your child's program/school whom you want the progran/school to call in an emergency (family
members, individuals having power of attormey, etc.)

Call 911
Call the following ambulance company:

Ambulance company nama Tekephone

Ask if your child's program/school posts directions for program/school personnel on what information should
be reported at the time an emergency call is made:

name and position of person calling

progranvschool name and address

name of child and description of problem

stay on the line with the emergency personnel

Identify the school's FIRST RESPONDERS (The program/school personnel who are to be notified in an
emergency. They are trained in CPR and first aid.

Name osx?»()n How to reach

CPR

FIRST AID

Inform the program/school of the names, relationships and phone numbers of individuals to be notified in

the event of an emergency.
Name

Relatonship to chukd Telaphone

Al school. it is the responsibility of the FIRST RESPONDER PROGRAM to have a school official meet

emergency medical team (EMT) and direct them (o the child.

he

Discuss with program/school personnel arrangements for transporting your child to a hospitat by

ambpulance.

Who will accompany your child to the hospial? _
What is the name and address of the hospital where your child wilt receive care”?

R e AdToess

“Fospdal name

11/6/G3

fimschoohchieckhst
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PERMISSION TO TREAT
PURPOSEL Authdfization for emargenty treatment forichildren who becorme

Date of birth:

Child's name: -

ofr
Phoce Phone

(n the event reasonable attempts to contact me at

have been unsuccessful, please contact:

or
phota
Name Phone Relalionship o chld
Nama FPhone relationshup 1o chdd

If those attempts have been unsuccessful,” | hereby give my consent for the administration of any treatment
deemed necessary by
Dr. or Dr.

[Prefarred physkian]

[Préleried deqlsl)

or in the event the designated preferred practitioner is not available, by another licensed physician or dentist.

»ss the medical opinions of two other licensed physicians of
are obtained BEFORE THE SURGERY IS PERFORMED.
s, medications being taken and any physical

This authorization does not cover major surgery unle
dentists, concurring in the necessity of such surgery,
Facts conceming the child's medical history including allergie
impairment to which a physician should be alerted include:

In the event physicians, other persons named on this card, or parents cannot be contacted, the officials at

are hereby authorized o

[Rame of schodl, scout prograa, Tecrealiona program, eic]

take whatever action is deemed necessary in their judgment, for the health of the aforesaid child.

___financially responsible for

| will not hold the
[ama ol school, scoul prograim, Tecrealional prograrm, elc ¥
the emergency care and/or transportation for said child.
Parent/Guardian Signature: Date:
Address: Phone:

Zip code:

City, State:

valid unti’ either the child turns 18 years or age (Age of

This form must be signed and notarized. This form (s
he form is no longer valid.

Accountability) or until the parent notifies the hospital in writing that t

State of Tennessee County of

Sworn before me this __day of -

NOTARY PUBLIC

MY COMMISSION EXPIRES: ] B

-+ Please atlach a copy of your insurance card.

“ Term for "unsuccessiul™ to be identiied and de Seal Here

fined by Legal Counsel

11/6/98
[imschoolperassion




§§ American COUC&’? Pf American Academy Jﬁ? Date form Revised Initials
£Z5 Emergency Physicians® of Pediatrics ~_7 completed Reviced nitials
B8y Wham
Name: Birth date: Nickname:

Home Address: Home/Work Phone:

Parent/Guardian: Emergency Contact Names & Relationship:

Signature/Consent”:

| — =

Primary Language: Phone Number(s):

Physicians:

Emergency Phone:

Primary care physician:

Fax:

Emergency Phone:

Current Specialty physician:

Specialty:
Fax:
Current Specialty physician: Emergency Phone:
Specialty:
Fax:
Anticipated Primary ED: Pharmacy:

Anticipated Tertiary Care Center:

Diagnoses/Past Procedures/Physical Exam:

Baseline physical findings:

Baseline vital signs:

e |

Synopsis
-

Baseline neuroiogical status

:ale 1seq
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Dlagnoses/Past Pracedures/Physical Exam continued:

Medications:

Significant baseline ancillary findings {lab, x-ray, ECG):

Prostheses/Appliances/Advanced Technology Devices:

Management Data:

}——

Allergles: Medications/Foods to be avoided and why:

1.

2

3.

Procedures ta be avaided and why:

1.

2.

3.

immunizatiens

Dates Dates
oPT Hep B
opv Varicella
MMR TB status
HIB Other
Antibiatic prophylaxis: Indication: Medication and cose:

Common Presenting Probiems/Findings With Specific Suggested Managements

Treatment Considerations

Probtem Suggested Diagnostic Studies

Comments an child, family, or other specific medical issues: -

Physician/Provider Signature: Print Name:

© Amenican Cotiege of Emergency Physicians and american Academy of Pedialrics Permission 1o 1epnnt granted with acknowieggement

:auen jseq
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' TDMHDD Guideline

Schizophrenia in Children and Adolescents

Introduction

The guidelines presented here are designed to assist in the evaluation and treatment of children and
adolescents with schizophrenic symptoms in the primary care setting. These guidelines are adapted from the
tollowing sources:

Practice parameters for the assessment and treatment of children and adolescents with
schizophrenia. I Am Acad Child Adolesc Psychiatry 1994 Jun;33(5):616-35 {90
references)

Recommendations. 1998. Agency for Healthcare Quality and Research, Rockviile, MD.
http://www.ahrq.gov/clinic/schzrec.htm

The user may wish to reter to the source material for complete texts, annotations, and references

The goal of this protocol is to improve the care of children/adolescents with schizophrenta and aid
practitioners in the difficult task of diagnosis and then choosing the coitect treatment for each individual
* child.

i The Schizophrenia Patient Ouicomes Research Team (PORT) Treatment

Thesc guidelines are not intended to define or serve as a standard of medical care. Many children
| and adolescents have comorbid psychiatric disorders, and it is necessary to consider each case
! individually.

Informed Consent

Informed, voluntary consent, based upon appropriate information, must be obtained from the service
recipient, if he or she has the capacity to give it, or otherwise from a fegally authorized representative.

Clinicians should consider whether the service recipient, if age |6 or over, is capable of giving informed
consent, prior to rendering services, and, if applicable, determine who s legally authorized to make
decisions about the service recipient’s care.

Tennessee law, effective March |, 2000, permits a provider of routine health care services to accept the
decision of a surrogate, in hieu of a service recipient, where the recipient has no guardian or conservator.
Acceptance of surrogate decision making 1s not mandatory, and s applicable only when the service
recipient reasonably is determined to lack capacity to make treatment decisions, ' because of mental
retardation or developmental disability. *

I Capacity to give informed coasent

] Also eftective March 1, 2000, Tennessee Code requires inpatient mental health service providers (0
maintain treatment review commuttees tor service recipients admitted to inpatient facilities who fack
capacity. The committee may not, however, over-ride the decision of the recipient’s guardian or
conservator. |

| See TOMHDD Ruie 0940 xxxx
2 Tennensee Code Amsotated § 33-3-21R through 220

Tawmessee Code Amotated § 3346-107 et ey

i



.. Carla McCord - CHILDSchizophrenia doc

M b

- T -:

_ Page2|

TDMHDD Guideline
B Schizophrenia
DRAFT COPY

Differential Diagnosis

Bipolar Disorder Developmental Language Disorders
Schizoattective Disorders Obsessive-Compulsive Disorder
Other Psychotic Disorders Factitious Disorder
Pervasive Developmental Disorders Substance abuse disorders
Non-psychotic behavioral and/or emotional disorders Personality Disorder
Organic Disorders s paranoid

e delirum e borderline

e seizure e schizotypal

e NS lesion e schizoid

e neurodegenerative
e metabolic

e toxic encphalopathy
¢ infectious diseases

DSM-IV Criteria
A. At least 2 of the following must be present for a significant period of time during a 1-month period:

e delusions

« hallucinations

* disorganized speech

o grossly disorganized or catatonic behavior

e negative symptoms (flattened aftect, paucity of thought or speech).

Only one symptom need be present if the delusions are bizarre, the hallucinations include a voice providing
a running commentary on the person's behavior or thinking, or 2 or more voices are conversing with each
other.

B. In children and adolescents, failure to achieve expected level of intzrpersonal, academic, or occupational

achievement

C. The disturbances must be present for a period of at least 6 months, which period mustinclude
| month (less, if successfully treated) of active-phase symptoms described above, which may include
residual or prodromal symptoms.

D. Schizoaftective Disorder and Mood Disorder with Psychotic Features are ruled out

E. The disturbance is not due to the direct physiological effects of a substance or a general medical

condition

F. Where there is a history of Austitic or other Pervasive Develepmental Disorder, delusions or
hallucinations are also present for at least one month (less, if successfully treated)
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Evaluation

Complete diagnostic assessment including a neurologic and thorough psychiatric evaluation, school
information, and history

* Premorbid History (prenatal, developmental, personality, highest LOF)

¢ History of present illness (DSM-1V target symptoms; course of illness, including onset, cyclical
patterns, precipitating stressors; associated or compounding symptoms, especially mood
disturbances, substance abuse, and organic factors

* Physical evaluation

» Family history (environment, interactions, coping styles, resources, strengths: history of psychiatric and
neurological conditions, and substance abuse)

s School functioning

e Suspected skills deficits

Rule out other disorders and determine if necessary to hospitalize

Identify other pertinent issues that will require ongoing treatment (family dysfunction, school difficulties,
comorbid disorders)

Treatment Overview

Multimodal psychoterapeutic interventions inciude:

medication management

periodic diagnostic reassessments to ensure accuracy of diagnosis
appropniate psychotherapy

psychoeducational services for the patient

supportive services for the family

educational and vocational services

residential services when indicated

B N —
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Medication Therapy
Acute phase

Betore imtiating antipsychotic therapy, a thorough psychiatric evaluation 1s needed, which should
include documentation of the psychotic symptoms targeted for the therapy. Preexisting abnormal
movements should also be noted. Informed consent is needed from the parent and adolescent patients,
while consent, when possibie, should be obtained from preadolescents.

The chotce of antipsychotic medication should be made based on the agent's relative potency, spectrum
ot side effects. and history of medication response in the patient and his or her family. Side effects
naoted with all antipsychotics (except clozapine) include extrapyramidul symptoms, anticholinergic
symptoms, withdrawal dyskinesia, tardive dyskinesia, and neuroleptic malignant syndrome. There are
also side eftects specific to a particular agent, such as lenticular stippling with thioridazine, that need to
be manitored when the agent is used.

When using antipsychotics, antiparkinsonian agents may be needed for the treatment of extrapyramidal
side eftects. Prophylactic use of antiparkinsonian agents should be considered in situations where
extrapyranudal symptoms are hikely, such as when using high-potency neuroleptics, when treating new
patients, or when treating paranoid patients i whom a dystonic reaction may sigmficantly impair

compliance
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First-line drugs of choice include: Olanzapine, Quetiapine, or Risperidone. To determine whether or
not antipsychotic medication 1s effective, it must be used for at least 4 to 6 weeks at adequate dosages.
It no effects are seen at that poit, consideration should be given to changing to a different class of
antipsychotic medication.

Recovery phase

Once the acute psychotic symptoms are stabilized, the patient may still have ongoing difficulties with
confuston, disorganization, motivation, and possible dysphoria. Antipsychotic medication should be
maintained through this phase to prevent acute exacerbations. The goal of therapy 1s to reintegrate the
patient back to his or her home and school, if possible.

Residual or remission phase

The patient should be maintained on the lowest effective dose of antipsychotic medication. Once the
patient 1s chinically stable, the dosages should be reassessed approximately every 6 months. Many
patients will be chronically impaired and need to be maintained on long-term antipsychotic agents.

When discontinuing these agents, they should be tapered, given the increased nsk in children for
withdrawal dyskinesia. The exception to this is when neuroleptic mahgnant syndrome occurs. Careful
monitoring is needed during times in which the dosage 1s being changed to assess for symptoms of

refapse.
Longitudinal medication management is needed to monitor side eftects, including tardive dyskinesia.

Refapse of symptoms

When a patient relapses. it should first be determined whether or not the patient was compliant with his or
her antipsychotic medications. [f not, resumption of the medication should occur. The drugs of choice for
non-compliant patients are Haloperido! Decanoate or Fluphenazine Decanoate because of the availability of
a depot injection every 3 weeks. Depot injections are not recommended for children and are only
recommended for adolescents with documented chronic psychotic symptoms and a history of poor
medication compliance.

If the patient was compliant and had been previously responding and tolerating the agent, an increase in

the medication dose may stabilize the psychotic symptoms (keeping in mind the standard dosage

ranges).

If symptoms relapse and the patient is not adequately responding to the current antipsychotic agent
(while being used at adequate dosages), a tnal of a different neuroleptic should then be undertaken.

Patients who relapse may require acute hospitalization. This decision should be based on the severity of
psychotic symptoms, potential danger to self or others, degree of impairment in the patient's abulity (o
maintain basic selt-care, and the availability of supportive services in the community.

Patients who do not respond to antipsychotics

Before it is decided that the patient is a non-responder, the patient must receive at least two adequarte
trials of ditterent antipsychotic agents.

In adults, there are reports of successtully augmenting antipsychotic thzrapy with fithium,

anticonvulsants, benzodiazepines, and fluoxetine. However, these are yet unproven and have not been
studied in children and adolescents.

There are reports of clozapine being used successfutly for adolescents with schizophrenia, however, in the
United States, there s littie experience with its use i patients younger than 16 years of age 1f1tis to be
used, close manitoring for potential seizures, agranulocytosis (with penodic blood cell counts), and weight

gain 1s necessary
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Adjunctive pharmacotherapies should be considered in patients who experience persistent and chinically
significant associated symptoms of anxiety, depression, or hostility, despite an adequate reduction in
posttive symptoms with antipsychotic therapy.

Other Treatment Modalities to be Considered

Psychosocial therapy

Support, education, and behavioral and cogmitive skills training to address the specific deficits of persons
with schizophrenia, to improve functioning and address other problems. Psychodynamic models are not
recommended.

Patients who have ongoing contact with their tamilies should be offered a family psychosocial intervention
that spans at least 9 months and provides a combination of education about the illness, family support, crisis
intervention, and problem-solving skills training. Such interventions should also be offered to non-family
caregivers.

Psychoeducational therapy

for the patient, includes cognitive-behavioral strategies, such as social skills and prohlem-solving
skills, and ongoing education about the illness, medication effects, and basic life skills training.

for the family promotes understanding of the iliness, treatment options, and prognosis and
development of strategies to cope with the symptoms of the patient.

Psychotherapy

o Individual (usually supportive rather than insight-oriented)

e Group

¢ Famuly (therapies based on the premise that family dysfunction is the etiology of the patient's
schizophrenic disorder should not be used.)

Treatment of associated disorders or symptoms, such as substance abuse disorder, depression, or suicidality.

Partial hospitafization or day treatment programs. Specialized educatuonal and psychiatric services available
in either a hospital outpatient setting or a day treatment program that enable the individual to function at
home and 1in community settings

Residential treatment

Severe circumstances or poor response to treatment may indicate the need for more restrictive care in an
inpatient or residential setting, when. less restrictive alternatives must have been unsuccessful. Ongoing
assessmeat 15 needed, and the individual should return to the least restrictive treatment setting practicable,
whenever possible.

Psychosocial Rehabilitation

Effective treatment may require a flexible array of services and supports, including case management, in-
home services, tamily support, and school-based services. Supports and services of this kind are
individualized and are designed to ameliorate the physical, mental, cognitive or developmental effects of
schizophrenia

Systems of care serving persons with schizophrenia who are high service users should include assertive case

'
|

;
a
i

i

|

I

i

|

|

|

I

|
1
l

o



. Carla McCord - CHILDSchizophrenia.doc

TDMHDD Guideline
Schizophrenia
DRAFT COPY
management and asserfive community treatment programs. These programs should be targeted to
individuals at high risk for repeated rehospitalizations or who have been difficult to retain in active
treatment with more traditional types of services.
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TDMHDD Guideline

Anxiety Disorders in Children and Adolescents

Introduction

The guidelines presented here are designed to assist in the evaluation and treatment of children
and adolescents with anxiety disorders in the primary care setting. These guidelines are based on
the following source material:

Practice parameters for the assessment and treatment of children and adolescents with
anxiety disorders. ] Am Acad Child Adolesc Psychiatry 1997 Oct;36(10 Suppl):69S-84S
(161 references]

The user may wish to refer to the source material for complete text, annotations, and references.

The goal of this protocol is to improve the care of children/adclescents with conduct disorder and
aid practitioners in diagnosis and treatment selection.

These guidelines are not intended to define or serve as a standard of medical care.

Informed Consent

Informed, voluntary consent, based upon appropriate information, must be obtained from the
service recipient, if he or she has the capacity to give it, or otherwise from a legally authorized
representative.

Capacity to give informed consent

Clinicians should consider whether the service recipient, if age 16 or over, is capable of giving
informed consent, prior to rendering services, and, if applicable, determine who is legally
authorized to make decisions about the service recipient’s care.

Tennessee law, effective March 1, 2000, permits a provider of routine health care services to
accept the decision of a surrogate, in lieu of a service recipient, where the recipient has no
guardian or conservator. Acceptance of surrogate decision making i1s not mandatory, and is
applicable only when the service recipient is reasonably determined to lack capacity to make
treatment decisions, ' because of mental retardation or developmental disability.

Also effective March 1, 2000, Tennessee Code requires inpatient mental health service providers
to maintain treatment review committees for service recipients admitted to inpatient facilities
who lack capacity. The committee may not, however, over-ride the decision of the recipient’s
guardian or conservator. °

I Set TDMEIDO Rule 0940 xxxx

2 Tennessee Code Annotated § 13-3-21R tnough 220

A Tennevsee Code Annotated § 33-0-107 el ey
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Differential Diagnosis

Hypoglycemic episodes Medication reaction: antihistamines,

Hyperthyroidism antiasthmatics, sympathomimetics,
Cardiac arrhythmias steroids, haloperidol, pimozide, SSRIs,
Caffeinism antipsychotics, OTC’s (diet pills, cold
Pheochromocytoma medicines, etc.)

Seizure disorders Mood disorders

Migraine ADHD

CNS disorders- delirium, brain tumor  Substance abuse disorders

Personality disorders Eating disorders

Pervasive developmental disorders Schizophrenia

DSM-IV Criteria
Generalized Anxiety Disorder

1. Excessive anxiety and worry (apprehensive expectation), occurring more days than not for at
least 6 months, about a number of events or activities (such as work or school
performance).

2. The person finds it difficult to control the worry.

3. The anxiety and worry are associated with three (or more) of the following six symptoms
(with at least some symptoms present for more days than not for the past 6 months).

Note: Only one item is required in children.
I. restlessness or feeling keyed up or on edge

being easily fatigued

difficulty concentrating or mind going blank

irritability

muscle tension

6. sleep disturbance (difficulty falling or staying asleep, or restless unsatisfying sleep)

4. The focus of the anxiety and worry is not confined to features of an Axis [ disorder, e.g.. the
anxiely or worry is not about having a Panic Attack {as in Panic Disorder), being
embarrassed in public (as in Social Phobia), being contaminated (as in Obsessive-
Compulsive Disorder), being away from home or close relatives (as in Separation
Anxiety Disorder), gaining weight (as in Anorexia Nervosa), having multiple physical
complaints (as in Somatizaticn Disorder), or having a serious illness (as in
Hypochondriasis), and the anxiety and worry do not occur exclusively during
Posttraumatic Stress Disorder.

5. The anxiety, worry. or physical symptoms cause clinically siznificant distress or impairment in social,
occupational, or other important areas of functiontng.

6. The disturbance ts not due to the direct physiological eftects of a substance (e.g., a drug of abuse, a
medication) or a general medical condition (e.g., hyperthyroidism) and does not occur exclusively
during a Mood Disorder, a Psychotic Disorder, or a Pervasive Developmental Disorder.

[ I VY ]
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| Social Phobia

A A marked and persistent fear of one or more social or performance situations in which the person is exposed
i to unfamiliar people or to possible scrutiny by others. The individual fears that he or she will act in a

way (or show anxiety symptoms) that will be humiliating or embarrassing. Note: In children, there must
be evidence of the capacity for age-appropriate social relationships with familiar people and the anxiety
must occur in peer settings, not just in interactions with adults,
B. Exposure to the teared social situation almost invariably provokes anxiety, which may take the form of a
situationally bound or situationally predisposed Panic Attack. Note: In children, the anxiety may be
’ expressed by crying, tantrums, freezing, or shrinking from social situations with unfamiliar people.
C. The person recognizes thal the fear is excessive or unreasonable. Note: In children, this feature may be
absent.
I D. The feared social or performance situations are avoided or else are endured with intense anxiety or distress.
E. The avoidance, anxious anucipation, or distress in the feared social or performance situation(s) interferes
significantly with the person's normal routine, occupational (academic) functioning, or social activities
] or relationships, or there is marked distress about having the phobia.
’ F. Inindividuals under age 18 years, the duration is at least 6 months.
v G. The fear or avoidance is not due to the direct physiological effects of a substance (e.g., a drug of abuse, a
medication) or a general medical condition and is not better accounted for by another mental disorder
) (e.g., Panic Disorder With or Without Agoraphobia, Separation Anxiety Disorder, Body Dysmorphic
I Disorder, a Pervasive Developmental Disorder, or Schizoid Personality Disorder).
H. ifa general medical condition or another mental disorder is present, the fear in Criterion A is unrelated to it,
e.g., the fear is not of Stuttering, trembling in Parkinson's disease, or exhibiting abnormal eating
behavior in Anorexia Nervosa or Bulimia Nervosa.

Panic Disorder

A. A discrete period of intense fear or discomfort, in which four (or more) of the following symptoms
developed abruptly and reached a peak within 10 minutes:

. palpitations, pounding heart, or accelerated heart rate
. sweating

. trembling or shaking

sensations of shortness of breath or smothering

. feeling of choking

. chest pain or discomfort

. nausea or abdominal distress

. teeling dizzy, unsteady, hightheaded, or faint

. derealization (teelings of unreality) or depersonalization (beinz detached from oneself)
10. fear ot losing control or going crazy

Il fecar of dying

|2, paresthesias (numbness of tingling sensations)

13. chills or hot flushes

Reoliie SHEN Be NV S NP I NS I

SR Y

B. At least one of the attacks has been followed by | month (or morz2) ot one (or more) of the fotlowing:

I persistent concern about having additional attacks

2. warry about the implications of the attack or its consequences (e.g., losing control, having a heart
attack, "going crazy")
3. a significant change in behavior related 1o the attacks

C. The Panic Attacks are not due to the direct physiological eftects of a substance (e.g., a drug of abuse, a
medication) or a general medical condition (e.g., hyperthyroidism).
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D. The Panic Attacks are not better accounted for by another mental disorder, such as Social Phobia (e.g.,
" oceurning on exposure (o feared social situations), Specitic Phobia (e.g., on exposure to a specitic

: phobre situation), Obsessive-Compulsive Disorder (e g., on exposure to dirt in someone with an
obsession about contamination), Posttraumatc Stress Disorder (e.g., in response to stimuli associated
with a severe stressor), or Separation Anxiety Disorder (e.g., 1n response to being away from home or
close relatives).

Obsessive-Compulsive Disorder

A Either obsessions or compulsions:
: Obsessions as defined by (1), (2). (3). and (4)
! I, recurrent and persistent thoughts, impulses, or images that are experienced, at some time during the
' disturbance, as intrusive and appropriate and that cause marked anxiety or distress
2. the thoughts, impuises, or images are not simply excessive worries about real-life problems
the person attempts to ignore or suppress such thoughts, impulses, or images, or to neutralize them with
some other thought or action

4. the person recognizes that the obsessional thoughts, tmpulses, or images are a product of his or her own
mind (not imposed from without as in thought insertion)

Compulsions as defined by (1) and (2)

I repetitive behaviors (e.g.. hand washing, ordering, checking) or mental acts (e.g., praying, counting,

] repeating words silently) that the person feels driven to perform in response to an obsession, or

& according to rules that must be applied rigidly

: 2. the behaviors or mental acts are aimed at preventing or reducing distress or preventing some dreaded

event or situation; however, these behaviors or mental acts either are not connected in a realistic
way with what they are designed to neutralize or prevent or are clearly excessive

B. At some point during the course of the disorder, the person has recognized that the obsessions or
compulsions arc excessive or unreasonable. Note: This does not apply to children.

€. The obsessions or compulsions cause marked distress, are time consuming (take more than | hour a day), or
significantly interfere with the person's normal routine, occupational (or academic) functioning, or
usual social activities or relationships.

D. Ifanother Axis [ disorder is present, the content of the obsessions or compulsions is not restricted to it (e.g.,
preaccupation with food in the presence of an Eating Disorder; hair pulling in the presence of
Trichoullomanta; concern with appearance i the presence of Body Dysmorphic Disorder;
preoccupation with drugs in the presence of a Substance Use Disorder; preoccupation with having a
serious illness i the presence of Hypochondriasis; preoccupation with sexual urges or fantasies in the
presence of a Paraphilia; or guilty ruminations in the presence of Major Depressive Disorder).

E. The disturbance 1s not due to the direct physiological effects of a substance (e.g., a drug of abuse, a
medication) or a general medical condition.

Posttraumatic stress disorder- (see full giudeline in this manual for additional information)

A. The person has been exposed 1o a traumatic event in which toth of the following were present;

1. the person experienced, witnessed, or was confronted with an event or events that involved
actual or threatened death or sertous injury, or a threat to the physical integrity of seif or
others
the person's response involved intense fear, helplessness, or horror. Note: In children, this
may be expressed instead by disorganized or agitated behavior
B, The traumatic event is persistently reexperienced in one (or more) of the following ways:

I, recurrent and intrusive distressing recoliections of the event. including images, thoughts, or

I pereeptions. Note: [n young children, repetitive play may occur in which themes or

[}

aspects ot the trauma are expressed
recurrent distressing dreams of the event. Note: In children, there may be frightening dreams

[}

without recognizable content.
acting or feehing as if the traumatic event werce recurring (includes a sense of reliving the

]
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D.

eaperience, dusions, haliucimations. and dissociative tlashback episodes, including those
that occur on awakening or when itoxicated) Note: In young children, trauma-specific
reenactment may oceur
4. ntense psychological distress at exposure te intemat or external cues that symbolize or
resemble an aspect of the traumatic event
5. physiological reactivity on exposure to internal or externat cues that symbolize or resemble an
aspect ot the traumatic event
Persistent avaidance of simulr associated with the trauma and numbing of general responstveness (not
present betore the trauma), as indicated by three (or more) of the following:
I etforts to avoud thoughts, feehings, or conversations associated with the trauma
efforts to avoid activities, places, or people that arouse recollections of the trauma
inability to recall an important aspect of the trauma
markedly diminished interest or participation in significant activities
teeling ot detachment or estrangement from others
6. restnicted range of affect (e.g., unable to have loving feelings)
7. sense of a foreshortened future (e.g., does not expect to have a career, marriage, children, or a
normal life span)
Persistent symptoms of increased arousal (not present before the trauma), as indicated by two (or more)
of the following:
I difficulty falling or staving asleep
irnitability or outbursts ot anger
ditticulty concentrating
hypervigitance
. exaggerated startle response
Duration of the disturbance (symptoms in Criteria B, C, and D) 1s more than | month.
The disturbance causes clinically sigmficant distress o impairment in social, occupational, or other
impaortant areas ot tunctioning

(I S P
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Other phobias

Al

G

Marked and persistent fear that is excessive or unreasonable, cued by the presence or anticipation of a
spectfic object or sitwation (e.p. flying, heights, animals, receiving an injection, seeing blood).
Exposure to the phobic sumulus almost invariabty provokes an immeduiate anxiety response, which may
take the torm of a situationally bound or situationally predisposed Panie Attack. Note: In children,

the anxiety may be expressed by crying, tantrums, freezing. or chinging.

The person recogmizes that the tear 1s excessive or unreasonable. Note: [n children, this feature may be
absent

The phobic situation(s) 1s avoided or else 1s endured with intense anxiety or distress.

The avoidance, anxious anticipation, or distress in the feared situation(s) interteres significantly with
the person's normal routine. occupational (or acadenuc) functioning, or social activities or
refattonships, or there 1s marked distress about having the phobia.

In individuals under age 18 years, the duration s at least 6 months.

The anxiety, Pamic Attacks. or phobic avordance associated with the specitic object or situation are not
better accounted for by another niental disorder, such as Obsessive-Compulsive Disorder (e.g., fear

ot dirtin someone with an obsesston about contamimation), Postiraumanc Stress Disorder (e.g.,
avordance of stmul associated with a severe stressor). Separation Anxiety Disorder (e g |

avordance of school). Social Phobia (e avordance of sociel situations because of fear of
embarrassment). Panie Disorder Wath Agoraphobia. or Agoraphobia Without History of Panic
Disorder

n
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Separation anxiety

A Developmentally inappropriate and cxcessive anxiety conceming separation from home or from those
to whom the individual 1s attached, as evidenced by three (or more) of the following:
I recurrent excessive distress when separation from home or major attachment figures occurs or
15 anticipated

2. persistent and excessive worry about losing, or about possible harm befalling, major
attachment figures
3 persistent and excessive worry that an untoward event will lead to separation from a major

attachment figure (e.g.. getting lost or being kidnapped)
persistent reluctance or refusal to go to school or elsewhere because of fear of separation
5. persistently and excessively fearful or reluctant (o be alone or without major attachment
figures at home or without significant adults in other settings
6. persistent reluctance or refusal to go 1o sleep without being near a major attachment figure or
to sleep away from home
. repeated nightmares involving the theme of separation
8. repeated complaints of physical symptoms (such as headaches, stomachaches, nausea, or
vomiting) when separation from major attachment figures occurs or is antictipated
The duration of the disturbance is at least 4 weeks.
The onset 1s before age 18 years.
The disturbance causes chinically significant distress or impairment in social, academic (occupational),
or other important areas of functioning.
E.  The disturbance does not occur exclusively during the course of a Pervasive Developmental Disorder,
Schizophrema, or other Psychotic Disorder and, in adolescents and adults, s not better accounted
tor by Pamic Disorder With Agoraphobia.

oNw

Behavioral Treatment

Behavioral therapy targets the patient’s overt behavior and emphasizes treatment within the
context of famuly and school instead of focusing on the etiology of the behavior.
Cognitive-behavioral treatment itegrates a behavioral approach with an emphasis on changing
the cognitions associated with the patient’s anxety.

Psychodynamic psychotherapy includes a greater partictpation of the parents/caregivers and a
more explicit use of active support. practical guidance. and environmental interventions.
Parent-child interventions may include helping parents/caregivers encourage
children/adolescents to face new situations rather than withdrawing. refraining from excessive
criticism and intrusiveness. responding to children’s needs. and encouraging children to engage
in activities despite anxiety. Infant-parent psychotherapy is recommended where there are
attachment problems.

Family therapy 15 also used to disrupt the dysfunctional family interactional patterns that promote
fannly insecunty and to support areas of family competence.

Psychoeducation 1s important in treatment of panic disorder.

Pharmacological Treatment

Pharmacotherapy should never be used as the sole intervention. Pharmacotherapy should be
used only as an adjunct to behavioral or psvchotherapeutc interventions. Selection of the
appropriate medication s primarily based on comorbid conditions 1f they exist. Fora
child/adolescent with ADHD or enuresis. a tricvelic antdepressant is the drug of chorce. A child
with comorbid obsessive-compulsive disorder would benetfit the most from an SSRI. Side effect
protile should also be considered when selecung medication therapy.

Benzodiazepimes are otten used on a short-term basis, and 1in the case of severe anxiety.
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benrodiazepines may be used in conjunction with an SSRI or TCA for several weeks until the
antidepressant begins to show beneficial effects.

! Treatment Steps

I, Determine onset and development of symptoms and the context in which the symptoms occur
and are marntained.
a. Is anxiety sumulus specific. spontaneous, or anticipatory”
b. Is avoidant behavior present?
¢. Do comorbid symptoms exist?
‘ 2. Explore patient’s development history including temperament. ability to soothe self or be
“ soothed. quality of attachment, adaptability, stranger and separation responses, childhood
fears.
Obtain medical history, medication history, school history. social history, and family history.
Interview patient and conduct a mental status exam.
Conduct family assessment and parent-child relationship.
! Refer for 1Q. psychological, leaming disability, and speech and language testing if indicated.
i Establish diagnosis
| a. Consider physical conditions that may mimic anxiety disorders.
} b. Screen for psychiatric disorders that may be comorbid with or misdiagnosed as anxiety
|

_\XO"KJ\{ALM

disorders.
i c. Consider that more than one anxiety disorder may be present.
{ 8. Education of parents and other significant persons about symptoms, clinical course, treatment
options, and prognosis.
9. Consult and collaborate with school personnet.
‘ 10. Begin behavioral or psychotherapy depending on the diagnosis
J a. separation anxiety disorder-
- behavioral program involving child/adolescent, parents, school  personnel, and
| other appropriate persons
- family interventions including family therapy, parent-child interventions, and

| parental guidance
! - psychotherapy including cognitive-behavioral therapy and psychodynamic
; psychotherapy
1 b, other anviety disorders-
- psychotherapy including cogniuve-behavioral and behavioral therapy techniques
- psyvchodynamic psychotherapy
- family interventions
¢ social phobia-
- cogmuve-behavioral therapy and behavioral therapy

I

|

!

.

(

|

|

[

|

!

|

- indiadual or group psychotherapy ]
| - fanuly intenvention

‘ d  other phobias- j

; - behavioral and cogninive-behavioral therapy J

| - comphicated cases may require individual and group psychotherapy ’

e panic disorder- ]

- cognitne-behaviaral therapy !

- mdnadual psychodynamic. group. or fanuly psychotherapies
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f.

g.

obsessive-compulsive disorder-
cognitive-behavioral therapy

- therapist-assisted exposure and response prevention
posttraumatic stress disorder-

- cognitive-behavioral therapy

- exposure therapy

- psychodynamic psychotherapy

- famuly therapy

- discussion groups or peer counseling groups

1. Begin pharmacotherapy depending on the diagnosis and seventy.

a.

gm Mmoo o

separation anxiety disorder- in severe cases use a benzodiazepine +/- TCA* or SSRI
other anxiety disorders- in severe cases use a benzodiazepine +/- TCA* or SSRI
social phobia- SSRI

other phobias- pharmacotherapy rarely used

panic disorder- SSRI or TCA +/- benzodiazepine

obsessive-compulsive disorder- SSRI or clomipramine

posttraumatic stress disorder- antidepressant of choice

*Trazodone 1s often effective in these cases
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ITDMHDD GUIDELINE

Evaluation and Treatment
of Conduct Disorder in Children and Adolescents

Introduction

The guideline presented here is designed to assist in the evaluation and treatment of children and
adolescents with conduct disorder in primary care and behavioral treatment settings. Portions of
this guideline are based the following sources:

Pracnce parameters for the assessment and treatment of children and adolescents with
conduct disorder. J Am Acad Child Adolesc Psychiatry 1997 Oct;36(10 Suppl):1225-
139S (225 reterences]

Decision trees and essential outhine materials were furnished by Martha Wike, Ph.D_,
Consulting Psychologist, Tennessee Department of Children's Services

- The goal of this protocol is to improve the care of children/adolescents with conduct disorder
and aid practitioners in diagnosis and treatment selection.

These guidelines are not intended to define or serve as a standard of medical care.

Informed Consent

Informed. voluntary consent. based upon appropriate information. must be obtained from the
service recipient. if he or she has the capacity to give it, or otherwise from a legally authorized
representative.

Capacity to give informed consent

Chinicians should consider whether the service recipient, if age 16 or over, 1s capable of giving
informed consent, prior to rendering services, and, if applicable, determine who 15 legally
authorized to make decisions about the service recipient’s care.

Tennessee law, effective March 1. 2000. permits a provider of routine health care services to
accept the dectsion of a surrogate, 1n lieu of a service recipient, where the recipient has no
guardian or conservator. Acceptance of surrogate decision making is not mandatory, and is
applicable only when the service recipient is reasonably determined to lack capacity to make
treatment decisions. ' because of mental retardation or developmental disability. *

Also effective March [ 2000, Tennessee Code requires inpatient mental health service providers
to maintain treatment review committees for service recipients admitted to inpatient facilities
who lack capacity. The commitiee may not. however. over-ride the decision of the recipient's
guardian or conservator.
1 See THOMIDD Ru ¢ 0940 v

Ternessee Cade Amnatuad 3353208 thiough 220

Levneser € ode Smotaied @ 316107 ¢ s
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| Differential Diagnosis

S o a8

| Opposittonal defiant disorder Adjustment disorder

ADHD Mood disorders

| Substance abuse Child or adolescent antisocial behavior
Medical disorders Personality disorders

PTSD Schizophrenia

Developmental disorders

DSM-IV Criteria

i Conduct Disorder, as defined by the DSM-IV, consists of a repetitive and persistent pattern of

} behavior in which the basic rights of others or major age-appropriate societal norms or rules are
] violated. as manifested by the presence of three (or more) of the following criteria in the past 12
5 months, with at least one criterion present in the past 6 months:

\
‘ ®*  Must have 3 or more:
|
i

- Aggression to people or animals
- Destruction of property
— Deceitfulness or theft
| — Serious violation of rules
— In the past |2 months
—  With at least | in the past 3 months

The disturbance in behavior causes clinically significant impairment

If 18 or older, not Antisocial Personality

|
‘ Assessment
|

¢ Patient interview (with and without parents)...assess mental status. impulse control, capacity
for attachment, trust and empathy. tolerance for negative emotions

e Parent interview...assess developmental hx. family hx of mood and thought disorders,
impulse control and substance abuse disorders, personality disorders

e Physical exam. including urine or blood drug screen. if drug use is suspected

I
|
¢ (Collateral contact interviews (school, court) J
]
I}
|
|

Treatment

Treatment should be provided in a continuum of care that allows flexible application of
modalittes by a cohesive treatment team. Qutpatient treatment of conduct disorder includes

intervention m the tanuly. school. and peer group.

o lreat comorbid disorder

e o

_
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o Familyinterventions include parent guidance. skills training and family therapy.

N B

— Work on parenting strengths. . eliminate too harsh and too permissive approaches |
— Treat parental pathology

*  Indwidual and group psvchotherapy with adolescent or child. The technique of intervention
should be adapted to child’s age, processing style, and ability to engage in treaiment.

— Group therapy is important with adolescents.
— Individual therapy, alone, is ineffective

r

|

1 e Psvchosocial skill-building training. [
|

— Child training to improve peer relationships J
— Child training to improve academic skills i
— Child training to improve compliance with demands from authority figures |

— Social skills building |

e Other psychosocial interventions should be considered as indicated. Some interventions to ’
consider are peer intervention, school intervention for appropriate placement, juvenile justice ;
system intervention, social services, community resources, out-of-home placement, and job |

|
|
1
\
|

and independent-living skills training.

e Pavchopharmacology. Medications are recommended only for treatment of target symptoms and
comorbid disorders and are recommended only on the basis of clinical experience.

|
e Level of care decision-making. Level of care should be the least restrictive level of intervention |
that fulfills both the short and long-term needs of the patient. ,‘

|
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I Recent Stressor? Recent move into negative !
peer group? ‘
’ | |
i |
! | ' Yes? ’ Yes? ’ |
! ]
I ‘ ' Co-morbid pathology?] Co-morbid pathology? } /
\
i l [ |
B | ] 1 ]
O Yew No? Yes? No?
|
|
l | Treat Treat Treat Treat |
| co-morbidity conduct co-morbidity conduct |
I first disorder first disorder |
! ? Decision Tree for Conduct Disorder ’
1 |
! !
| |
|
|
- \
= |
4 o
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Assess for Comorbid Cenditions

|

i - - . —
i | I T ]
i ADHD? Anxety Drsonder? i Substance AbuseDependence” Acs
Type tle here Tyoe ile here ' Bordedwne Personaity?
: : ' Mental Retadation?
i . S T
: | ' .
| 1 J |
Yes Yes Yes Yes
| i 1
| i [ . de
Consier Consider Consider ‘ Indrduaize
megeation Medication Medrcation . treatment lo
i take nto account
| o
Family Treatment indmdual Increase eflorts
for Behawior Psychotherapy 1o stabize |
Management/ long{erm ndindual r
Psychoeducation treatment with one therapist
yehoedu YOS Assessment |
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Condgct Disgrder Treatment

{ . .
’ Imminent risk to i
self or others?

L

I

| 1

| - [ ‘ 1

‘i Yes? | No?

1 Acute psychiatric | Severe?

| { hospitalization

‘ S S _

| |

| Yes?

| l

|

} Under age 107?

|

| - | l I

i | Yes? No?

| ]

' Individual Legal

| & family involvement? *

| ’ work

| 1

| l ]

| Yes? ‘ No?

\

|

| - ) 1T T )

5 Consider | Social skills

‘ probation, ! training,
incarceration, ’ individ. tx,
alternatives j group tx

|

r

Treatment failure?

|

Yes?

|

.
| Consider residential

i
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TDMHDD GUIDELINE

Depression in Children and Adolescents

Introduction

The guidelines presented here are designed to assist in the evaluation and treatment of children and adolescents with
depressive disorders in the primary care seting. These guidelines are adapted from:

Practice parameters for the assessment and treatment of children and adolescents with depressive
disorders. ) Am Acad Child Adolesc Psychiatry 1998 Oct;37(10 Suppl):63S-83S [231 references]

The user may wish to consult the source material for complete texts, annotations, and references.

The goat of this protocol is to improve the care of children/adolescents with depression and aid practitioners in
diagnosis and treatment selection.

These guidelines are not intended to define or serve as a standard of medical care.

Informed Consent

informed, voluntary consent, based upon appropriate information, must be obtained from the service recipient, if he
or she has the capacity to give it, or otherwise from a legally authorized representative.

Capacity to give informed consent

Chmicians should consider whether the service recipient, if age 16 or over, is capable of giving intormed consent.
prior to rendering services, and, 1f apphicable, determine who 1s legally authorized to make decisions about the
service recipient’s care.

Tennessee law, effective March 1, 2000, permits a provider of routine health care services to accept the decision of a
surrogate. in lieu of a service recipient, where the recipient has no guardian or conservator. Acceptance of surrogate
deaisson making 1s not mandatory, and 1s applicable only when the service recipient is reasonably determined to lack
capacity to make treatment decisions, ' because of mental retardation or developmental disability. *

Also effective March 1, 2000, Tennessee Code requires inpatient mental health service providers 1o maintain
treatment review commuttees for service recipients admiited to inpatient facilines who lack capacity. The committee
mav not, however, over-ride the decision of the recipient’s guardian or conservator

F See TOMHDD Rule 0940 xxax

2 Tennevee Code Annotated § 13-3-21IR through 220

1 Tennever Code Amatated ¢ V3-6-107 @ ey

Assessment

¢ Comprehensive psychuatnic diagrostic evaluation, including interviews wath the child. parents. and collateral
mtormants, such as teachers and social services personnel,

¢ Evaluabon performed by a chinician trained to consider how developmental and cultural factors impact the
patient's chimrcal presentation

e Performance ot a developmentally appropriate mental status examination (MSE). phvsical examination.

laboratony tests

o Assessiient of sk tor suicidal behaviors
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e Global functioning assessment using scales such as the Children's Global Assessment Scale or the Global

Assessment of Functioning.

¢ ldentfication of ather pertinent issues that will require ongoing treatment (family dysfunction, school

difficulties, comorbid disorders)

® Ongoing assessment

Anxiety disorders
Learning disabilities
Disruptive disorders
ADHD

Substance abuse
Personality disorder
Medical disorders

Differential Diagnosis

Adjustment disorder
Chronic fatigue syndrome
Bereavement
Anorexia nervosa
Premenstrual dysphoric disorder
Bipolar disorder

Eating disorders

DSM-1V Ceriteria for Major Depressive Disorder

Major Depressive Disorder (MDD), \n general consists of:

e One or more Major Depressive Episodes, as defined below,
¢ Not better accounted for by Schizoaffective Disorder, and not superimpesed on Schizophrenia,
Schizaphreniform, Delusional, or Psychotic Disorder, and

There has never been a Manic Episode. a Mixed Episode, or a Hypomanic Episode (except as may have been
induced by substance, treatment. or due to the direct physiological effect of a general medical condition)

A Major Depressive Episode, as defined by the DSM-1V. consists of either a depressed or imitable mood andior
aloss of interest or pleasure for at least 2 weeks, in addition to the presentation of S or more of the following

Symptoms:

e DEPRESSED MOOD MOST OF THE ® Psychomotor retardation OR agitation
DAY .NEARLY EVERY DAY

o mARKEDLY DIMINISHED INTEREST e  Guilt feelings
IN ACTIVITIES, MOST OF THE
DAY, NEARLY EVERY DAY

e SIONIFICANT Weight loss/weight gamn o ECURRENT Thoughts of DEATH OR

e [nsommwhypersomnia

e Decreased energy or motivation

e Inability to concentrate

suicidAL IDEATION, sUICIDE
ATTEMPT OR PLAN

b}
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AND these symptoms:

* Social impairment or tmpairment in ® Unrelated to bereavement

performance of activities
¢ Unrelated 10 medication use or other
® Unrelated to substance abuse psychiatric iliness

Treatment

Treatment Planning

» Develop treatment plan appropriate to developmental stage of child or adolescent
 Provide services in the least restrictive environment that provides safety and effectiveness

Acute Treatment

e The choice of initial therapy depends on

Age of patient
Compliance with treatment
Patient’s and family's motivation for treatment

Chronicity

Severity and number of prior episodes
Contextual issues

Previous response to treatment

* o o o
* & & o

¢ Pharmacotherapy alone usually is not suthcient,

¢ The high degree of comorbidity and the severity of psychosocial and academic consequences of depression
suggest a multi-modal treatment approach

¢ Because depression usually runs in families 1t 1s important to assess and treat other family members and those
who live with the patent.

Patient and Family Education

The patient and caregivers should be taught about the disease and the treatment involved. Family education nvolves
them as informed partners in the treatment team. and helps them understand depression as an illness, dentify and
manage affect, address psychosocial deficits, and learn the importance of compliance with treatment. Participation by
parents may help them identify their own depressive symptoms

Psychotherapy

o Psychodvnamic pS_yChO{/r(frap_\' can help vouth understand themselves, idenuty teclings, improve selt-
esteem, change maladaptive patterns of behavior, interact more effectively with others, and cope with
ongomg and past contlicts.

o (BT 15 based on the prenise that depressed patients have cogritive distortions in how they view themselves.
the world, and the future: that these cognitive distortions contribute 1o their depression. CBT teaches patients
toadentify and counteract these distortions. Clinical studies found a hmgh rate ot relapse upon follow -up.

supgesting the need for continuation treatment
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o [PT focuses on problem areas of gnicf, interpersonal roles, disputes. role transitions, and personal difficulties.
IPT has been shawn to be useful in the acute treatment of adolescents with MDD The rate of relapse may be
relatively low after acute IPT treatment

Antidepressant Medication

Pharmacotherapy alone is never sufficient as the sole treatment. Combined treatment promotes self-esieem.
coping skills, adaptive strategies, and improved peer and family refationships.

Antidepressant medications seem indicated for children and adolescents with severe symptoms that prevent effective
psychotherapy; whose symptoms fail to respond o an adequate trial of psychotherapy; with chronic or recurrent
depression; and with psychotic or bipolar depressions.

Prior to initiating treatment, specific target symptoms should be defined with the patient and parents. They
should be informed about side effects, dose schedule, the lag in onset of therapeutic effect, and the danger of
overdose. Parents should maintain responsibility for storing and administering the medications to enhance
compliance and mintmize suicidal risk from overdose. Quantity of dispensed medications should be monitored
carefully.

Selective serotonin reuptake inhibitors (SSRIs) are the initial antidepressants of choice for patients requiring
pharmacotherapy, although the presence of comorbidities may require alternate inttial agents or a combination of
medications. There is no indication for laboratory tests hefore or during the administration of SSR1s.

SSRIs (Prozac, Zolofi, Paxil, and Celexa) are the drugs of choice because of their safety, side effect profile, ease of
use, and suitability for long-term maintenance. Since improvement with the SSRIs may take 4 to 6 weeks, patients
should be treated with adequate and tolerable doses for at least 4 weeks. At 4 weeks, tf patients have not shown even
minimal improvement, treatment should be modified (e.g.. increase dose, change medications). If the patent shows
improvement at 4 weeks, the dose should be continued for at icast 6 weeks. The SSRIs have a relatively flat dose-
response curve, suggesting that maximal clinical response may be achieved at minimum effective doses.

Tricyclic Antidepressants are not recommended as first line treatment for vouth with depressive disorders
because of the lack of efficacy and potential side eftects. Nevertheless. individual patients may respond better to the
TCAs than other medications. If Tricyclic Antidepressants (TCAs) are used. basehne electrocardiogram (EKG).
resting blood pressure and pulse (supine or sitting, standing). and weight should be monitored regularly.

Augmentation agents may be indicated for children who are resistant to treatment or present complicating
factors. Such agents may include:

s Trazodone

e Anticonvulsants

e Antimania medication

¢ ECT (only as authorized by statute. See. T.C. A, 33-8-301 et seq.)
* Antipsychotic medication (for MDD with pscyhotic features)*

" See guidelme on treatment of Schizophrenia for additonal information on antipsychotic medication

T T 1
__Pages,

o
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Continuation Phase

‘ + Continuation therapy 15 recommended for all patients for at least 6 months after remission.

! » The patient and his or her family should be taught to recognize early signs of relapse.

| ¢ Continuation psychotherapy helps to foster medication compliance.

| * Antdepressants must be continued at the same dose used to attain remission of acute symptoms

| o At the end of the continuation phase, for patients who do not require maintenance treatment, medications shouid
be discontinued gradually

Maintenance Therapy

Clinicians should consider maintenance therapy for patients with multiple or severe episodes of depression and those
at high risk for recurrence. Factors associated with recurrence include a family history of bipolar disorder or
recurrent depression, comorbid psychiatric disorders, stressful or non-supportive environments, and residual or
subsyndromal symptomatology.

The treatments that were used to induce remission in the acute phase should be used for maintenance therapy. Youth
with two or more episodes of depression should receive maintenance treatment for at least | to 3 vears. Patients with

l \ recurrent episodes accompanied by psychosis, severe impairment, severe suicidahity, and treatment-resistance, as

well as patients with more than 3 episodes, should be considered for longer, even hifelong treatment.

The long-term effects of antidepressants on maturation and development of children have not been studied. The
chinician and patient’s family should therefore weigh the risks and benefits of pharmacotherapy in maintenance
j therapy.

i DYSTHYMIC DISORDER

|
|
f
DSM-1V Criteria for Dysthymic Disorder (child or adolescent) ;

e Depressed Mood. most of the day, more days than not, for at least one year
e Presence, while depressed, of two or more of the tollowing
. poar appetite or overeating
! . fow energy or fatigue
. low self-esteem
i . poor concentration or difticulty making decisions

. feelings of hopelessness

e The toregoing symptoms have not abated for more than 2 months at a tme during the year 3
e The disturbance 1s not better accounted for by MDD ‘
i e There has never been a manic, mixed, or hypomanic episode

e The disturbance does not occur exclusively in the course ot a Psvchotic Disorder

| e The symptoms are not due to physiological effects of substance use or a general medical condition

e The symptoms cause chinically significant distress or impairment in social, occupational, or other important ;

arcas of functioning i
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Treatment

Clinical practice and theory support the use of psychotherapies of varying degrees of intensity, including
psychoanalysis, psychodynamic psychotherapy, CBT, and IPT, to treat DD. In the absence of published studies of
psychotherapeutic or pharmacologic treatment of children and adolescents with DD or comorbid MDD and DD,
chnicians are advised to use interventions recommended for the treatment of youth with MDD.

j PREVENTION

| Youth with subclinical depressive symptoms are at high nisk to develop chnical depression. When these symptoms
! persist after an episode of depression continuous treatment unttl full remission 1s recommended. For patients who

i have not had an episode of depression, psychosocial interventions to reduce environmental and family stressors and
CBT strategies appear to be efficacious to prevent deterioration.

Children with DD usually have a first eptsode of MDD 2 to 3 years after the onset of the DD, suggesting that DD s a
gateway to recurrent mood disorders and indicating the need for early intervention with mild to moderate depression.
Early intervention with depressed youth also may avert the development of comorbid psychiatric disorders. For
example, MDD often precedes the onset of substance use disorders and treatment of depression may prevent their
development.
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Mental Retardation and Comorbid Disorders
in Adults over 22 Years of Age /

Introduction

The guidelines presented here are designed to assist in the evaluation and treatment of children and
adolescents who have mental disorders comorbid with mental retardation. These guidelines are adapted
from the following sources:

Practice parameters for the assessment and treatment of children. adolescents. and adults with mental
retardation and comorbid mental disorders. J Am Acad Child Adolesc Psychiatry 1999 Dec;38(12
Supp!):5S-31S {117 references)

Rush AJ, & Frances A,. eds. The Expert Consensus Guideline Series: Treaiment of Psychiatric and Behavioral
Problems in Mental Retardation. American Journal on Mental Retardation 2000:105:159-228.

!

The user may wish to refer to the source material for complete text, annotations, and references

Goals of this Protocol:

I~ Toimprove the care of children/adolescents, and young adults up to 21 to 22 years of age (ar upper age
himit of eligibility for public special education and related services in some states), who present
mental retardation and possible comorbid disorders.

2. To aid practitioners in the difficult task of assessment and then choosing the correct treatment for each
individual child. These guidelines are not intended to define or serve as a standard of medical care.
Clinical management recommendations herein do not replace clinical judgement, tailored to the
particular needs of each clinical situation. J

Informed Consent

Informed. voluntary consent, based upon appropriate information, must be obtained from the service
recipient, if he or she has the capacity o give it, or otherwise from a legally authorized representative.

Capacity to give informed consent

Clinicians should consider whether the service recipient, if age 16 or over. is capable of giving informed
consent, prior to rendering services, and. if applicable, determine who is legally authorized to make

decisions about the service recipient’s care. '
Tennessee law, effective March 1. 2000. permits a provider of routine health care services to accept the |
‘ decision of a surrogate, in lieu of a service rectpient, where the recipient has no guardian or conservator. !
Acceptance of surrogate decision making is not mandatory, and is applicable only when the service l
recipient is reasonably determined to lack capacity to make treatment decisions, ' because of mental
retardation or developmental disability.

L
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Mental Retardation and Comorbid Disorders
in Adults over 22 Years of Age

Introduction

The guidelines presented here are designed to assist in the evaluation and treatment of children and
adolescents who have mental disorders comorbid with mental retardation. These guidelines are adapted
from the following sources:

|
[
|
|
]
Practice parameters for the assessment and treatment of children. adolescents, and adults with mental [
retardation and comorbid mental disorders. J Am Acad Child Adolesc Psychiatry 1999 Dec;38(12
Suppl):5S-31S (117 references] [
|
|
|
!
l
1
!

Rush AJ, & Frances A, eds. The Expert Consensus Guideline Series Treatment of Psychiatric and Behavioral
Froblems in Mental Retardation. American Journal on Mental Retardation 2000;105:159-228.

The user may wish to refer to the source material for complete text, annotations, and references

Goals of this Protocol:

L. To improve the care of children/adolescents, and young adults up to 21 to 22 years of age (an upper age
limit of eligibility for public special education and related services in some states), who present
mental retardation and possible comorbid disorders.

2. To aid practitioners in the difficult task of assessment and then choosing the correct treatment for each
individual child. These guidelines are not intended to define or serve as a standard of medical care.
Clinical management recommendations herein do not replace clinical judgement, tailored to the
particular needs of each clinical situation.

Informed Consent

Informed, voluntary consent, based upon appropriate information, must be obtained from the service
~Jecipient, if he or she has the capacity to give it, or otherwise from a legally authorized representative.

e,
Ca?)acity to give informed consent

Clinicians should consider whether the service recipient, if age 16 or over, is capable of giving informed
consent, prior to rendering services. and. if applicable, determine who is legally authorized to make
decisions about the service recipient’s care.

Tennessee law, effective March 1, 2000, permits a provider of routine health care services to accept the
decision of a surrogate, in lieu of a service recipient, where the recipient has no guardian or conservator.
Acceptance of surrogate decision making 1s not mandatory, and is applicable only when the service
rectpient 1s reasonably determined to lack capacity to make treatment decisions. ' because of mental
retardation or developmental disability. -
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17' Also effective March 1, 2000, Tennessee Code required inpatient mental health service providers to
‘> maintain treatment review commuttees for service recipients admitted to inpatient facilities who lack
capacity. The commuttee may not, however, aver-ride the decision of the recipient’s guardian or
conservator. '
1 See TDMHDD Rule 0940 waxs
2 Tennewer Code Amotared § 133218 thiough 220

1 Tennevwee Code Amotated § 33-6-107 & voq.

Assessment and Diagnosis

———

Overview

Psychiatric and behavioral assessment of persons with MR includes:

e Comprehensive assessment of MR.

* Assessment of mental illness in persons with mental retardation, including comprehensive
history, service recipient interview, medical review and diagnostic formulation. ‘v

Diagnosis of MR (Considerations, based on DSM-IV and AAMR criteria)

intelligence 1s untestable by standard

|
|
Criteria Definition ’
Significantly sub-average intellectual functioning 1Q approximately 70 or below !

Below average 1) causes limitations 1n adaptive skills and Communication. Self-direction. Self-care. Functional acadenuic
P functioning 1n at least two of the following areas skills. Home hiving. Work, Social interpersonal skills. Leisure. Use of [
‘ commiunity resources, Health and safety J
! Age at onset Musi be evident before age 18 I
‘ Leveis of serventy (DSM-1V) Mald () $5-70 |
" | Moderate 1Q 40-55 |
i Severe 1) 25-40 |
: Profound 10 below 25 ‘
‘ Unspecificd Strong presumiption. but the individual's [
| !

I

! tnstrument |
| ) ; .

i Levels of supports needed (AAMR) fnternuttent. amited. Extensive, or Penasive "
! Be cautious in interpreting low 1Q in the presence of a Impatrment in 1Q must precede and not be directly refated to

sychiatne disorder psychiatric disurder

Assessment of Mental lltness in Persons with MR

Mental illness 1s frequently comorbid with mental retardation, with most prevalence estimates ranging
3 from 30% to 70%. Vintually all categories of mental disorders have been reported in this population.

However so, diagnostic precision. in the presence of MR, is not always feasible. and there is strong
1 consensus oprnion that specific psychiatric diagnosis is not routinely and reliably possible in more severe ‘}
cases of MR. Many pracutioners use medication only when there is a specific psychiatric diagnosis. |

The psychiatric dragnostic evaluation of persons who have MR is tn principle the same as for persons f
who do not have retardattion. The diagnostic approaches are modified. depending on the service |
| recipient’s cognitive level and especially communication skills. For persons who have mild MR and good i
verbal skills the approach does not differ much from diagnosing persons with average cognitive skills. i
The poorer the communication skills. the more one has to depend on information provided by caregivers
famihiar with the service recipient and on direct behavioral observations. ‘

-

i
|

l ‘
- i
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Preferred methods of evaluation

Interview with fanulyicaregivers
Medical hustory and physical exanvination
Medication and side eflects evaluanon

Also consider
*  Standardized rating scales

TDMHDD Guideline
Mental Retardation and Comorbid Disorders

Direct observation of behavier
Functional behavioral assessment

Unstructured psychiatne diagnostic mierview t

¢ Biomedical evaluation. including fanuly pregnancy. pennatal. developmental. health. social, and educational history: physical
and neurodevelopmental exanmination: and laboratory tests Laboratory tests are usually indicated by the findings in the
history and physical examination and may include chromosomal analysis (including fragile-X by DNA analysis): bratn
imaging (C'T scan. MRI). EEG: urinary anuno-acids: blood organic acids and lead level: appropnate brochemucal tests for

inbom errors of metaboiism

¢ Standardized testing (e.g intelligence. neuropsychological language) tt

U s D s sl ook ot MR Do e oo oot MR

i bt mederrae MB il

Recipient and Caregiver Interview

The recipient may present communication deficits or may otherwise be shy in regard to disclosure of
relevant history. Information from parents and caregivers should always be sought in order to develop a
more complete assessment, especially in those instances where the recipient lacks adequate
communication skills. Attempts should be made to collect both anecdotal subjective information and
more objective data, such as daily record keeping or graphical data.

Comprehensive History Includes:

e Presenting symptoms/behaviors
¢ Assessment of functioning.

o Treatment history

e Placements and supports

¢  Family’household dynamics

e Pastevaluations.

Recipient Interview:

e Ample time should be allotted for the service recipient interview. Sufficient time is needed to put

the service recipient at ease.

e The interview should be adapted to the service recipient's communication skills

e (lear and concrete language should be used

e Reassurance and support should be provided

» [eading and ves/no questions should be avoided

e The interviewer should attempt to ensure that questions are understood.

¢ Menial status may be assessed from context of conversation, rather than by formal examination

(o)
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Nonverbal expression and activity should be considered
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e Medical Review

e Developmental history
e Medical history
e General medical disorders and treatments.

Evaluation of Stressors

Complete evaluation and individualized treatment requires attention to possible stressors that may be
triggering or exacerbating the presenting problem in someone with MR. The stressors listed below may
be more likley to occur in persons with MR, and cause difficulties for those who have reduced coping
skills. Helping the individual, family, and caregivers deal with or eliminate stressors may sometimes be
the primary target of treatment and often facilitates whatever other treatment interventions that are

necessary.
Type of Stressor Examples
Change Moving. new school or job. change of routine. developmental milestones. transition from
developmental centers
Interpersonal Loss of significant other. displacement from job or schoal
Environmental Crowding. noise, disorder. lack of stimulation. lack of pnvacy, work or school-related pressure
Parenting/Social Support Lack of support from others; disruptive visis/contacts; neglect. hostlity, physical or sexual abuse
liiness/Dasability Chronic illness. serious acute 1liness, sensory deficits. difficulty with ambulation. seizures
Stigmatization re problems Bemg taunted. teased. excluded. bullied. or exploited
Frustration Inability to communicate needs & wishes: lack of choice in living & work situations: sell-awareness
of deficits
Trauma Persons with mental recardarion have higher rates of victimization
Treatment
Generally

The habilutation of persons with MR is based on the principles of normalization and community based
care, with additional supports as needed. Federal legislation, for example, the Individuals with
Disabilities Education Act (IDEA), entitles disabled children and adolescents to a full range of
diagnostic. educational and support services from birth to age 21. Specialized treatments are also
provided if necessary, as is done for persons with severe visual and auditory impairment

The parents of children and adolescents with MR are entitled by these laws to receive support services
and (o be active participants in treatment planning. Some parents and older patients are not aware of their
rights to obtain services. The clinician has an important role in such instances to educate and. if needed.
to refer to a "patient advocate” or "educational advocate.”

In recent practice, children and adolescents are educated in special classes in regular school or in
inclusionary programs (1in age appropriate regular classes. with additional supports as needed). In the
United States, children with MR are now rarely if ever placed in residential institutions and separate
schools. Adults with MR of all levels live in the community. in settings varying from their own

7
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apartments with supports as needed. to small shared living siuations. They are employed in specialized
settings or, increasingly, in the competitive job market. Habilitation and treatment include-

¢ Specific treatment of the underlying condition, if known, to prevent or to mintmize brain insults
that result in MR (e.g., shunting in the case of hydrocephalus).

* Early intervention, education. and ancillary therapies (such as physical, occupational, language
therapies. and behavior therapies), family support, and other services. as needed.

e Treatment of comorbid physical conditions, such as hypothyroidism, congenital cataracts or heart
defects in children with Down syndrome, treatment of seizures in persons with tuberuus
sclerosis, etc.

» Psychiatnc treatment of comorbid mental disorders, including psychosocial interventions and
pharmacotherapy.

Psychiatric Treatment

The approach to treatment of mental illness in persons with MR 1s generally the same as for persons
without MR. Modifications of treatment may be necessary, according to the individual’s
circumstance. Persons with Down syndrome, e.g., may be exquisitely sensitive to anticholinergic
drugs. and some persons with MR may be more sensitive to the disinhibiting effects of
sedative/hypnotic agents.

Medical, habilitative, and educational interventions should be coordinated within an overall
treatment program. Medication should be integrated as part of a comprehensive treatment plan
that includes, appropriate behavior planning, behavior monitoring, and communication between
the prescribing physician, therapists, and others providing supports. habilitative services, and
general medical treatment.

Medication decisions should be appropriate to the diagnosis of record, based upon specific
indications, and not made in lieu of other treatments or supports that the individual needs. There
should be an effort, over time, to adjust medication doses to document ongoing need or the
minimum dose at which a medication remains effective.

Medication decisions need to be based upon adequate information, including medication history
and consideration of the individual’s complete, current regimen. Medication decisions need to be
made with due consideration for potential problems of polypharmacy, and otherwise for negative
impact on the individual’s functioning and overall quality of life. Every effort should be made to
avoid unnecessary compromise of cognitive function or exacerbation of ataxia. Risk vs. benefit
needs to be considered and continually reassessed, and justification should be provided, where
the benefit of a medication comes with certain risks or negative consequences.

Behavioral Emergencies

o Restraint of any kind. where permitted. is used only when efforts at redirection have failed and
the service recipient poses an immunent risk of harm to self or others.

¢ Emergency medications. where permitted, are given only after appropriate diagnostic assessment

and other alternatives are contraindicated.
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¢ Possible medical causes for an acute behavioral exacerbation must be considered (e.g., other
itlness. injury, medication side effects)

I
* Reassessment of the diagnosis and the plan of treatment and support are indicated when there is ‘I
an emergent behavioral episode !

t

I

!

Psychotherapeutic Interventions

Psychotherapy can be effective for persons with MR_ toward realization of a variety of goals:

e Mitigation of stressors

* Improved coping skills

* Improved communication of feelings, problems, etc.
e Improved problem solving skills

¢ Improved social and interpersonal skills ‘)
* Reduction/elimination of maladaptive behaviors |
e Increase of adaptive behaviors J
e Understanding of disability and illness (
e Increased self-esteem

Group, individual, or family psychotherapy may be appropriate for persons with MR. As with psychiatric
care, the approach to treatment of mental illness in persons with MR is generally the same as for persons
without MR. Techniques typically utilized with persons with mental illness can be considered potential
interventions for persons who are dually diagnosed, with adaptations made as necessary, based on the
needs and strengths of the individual. The approach to therapy may need to be more concrete, repetitive,
and/or directive, and may need to incorporate visual and auditory aids. Role play can be effective, and
behavior modification techniques. such as positive reinforcement are very important.

i
|
Modality and Technique i

Generally, the lower the cognitive and adaptive functioning of the person(s), the more extensive the )

. . . . - . |
modifications which will need to be made in technique. Some techniques are rarely appropriate for |
persons who function at the lower levels of mental retardation.

|
\
Group_therapy in particular can be an invaluable treatment approach for a wide range of emotional. ‘
behavioral and life problems. Group therapy uses the power of group dynamics and peer interaction to
p p Py p 2 )

promote learning and development of new skills among individual group members. Group therapy can ‘
be in promoting skills in decision making. problem solving. expression of feelin s, socialization. ;

P g & \
communication. and in maintaining behavioral change. ; {

Family therapy typically focuses on the parents’ identification and support of their child's strengths and
independence. and the provision of opportunities for success. Parents of recently diagnosed children need
careful explanation of their child's condition. Concrete advice in management and resource finding 1s
important. as well as help in obtaining educational supports to which the child is entitled under federal
and local laws. Parents of adolescents and young adults need help in coming to terms with emergent
sexuality. and in emotionally separating and preparing them to move to out-of-family living in the 1

community.

Behavior Therapy s based upon scienufic principles of behavior and uses a functional assessment to
understand the varables that influence the behavior. Generally, 10 be effective. behavior therapy should

~J
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be applied in all settings, and include an emphasis on increasing functional replacement skills. along with
the reduction of the maladaptive behavior,  This approach may include adjusting the environment to
reduce physical and social conditions that seem o trigger maladaptive behaviors, and various specific
techniques, such as systematic desensitization, progress relaxation, anger management, assertiveness
training, and training more effective social and interactional skills.
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Conjoint Therapy with or without the child present may be used to address specific behavioral issues.
and allows parents or caregivers to report their observations frankly. Parents or caregivers can be
supported in their efforts at behavior management. which may otherwise tend to be transitory.

Treatment Follow-up

A common problem in the treatment of persons with MR is assessing its effectiveness, which may be
viewed differently by various caregivers. Therefore, discrete treatment goals should be agreed upon by
the clinician and caregivers, as well as target or "index" symptoms. Interdisciplinary collaboration of
professionals and caregivers is essential. Various mental health clinicians might function in the team as
direct care providers, team leaders, or consultants to other professionals. Among them, clinicians with
medically and psychologically oriented training are often prepared to function as synthesizers of
treatment modalities of various disciplines. Follow-up includes service recipient interview/observation
and obtaining comprehensive interim information. If the service recipient is not experiencing
improvement, the accuracy and completeness of the biopsychosocial diagnosis should be reviewed, as
well as the consistency of implementation of treatment by the caregivers.
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PROTOCOL FOR THE EVALUATION AND TREATMENT OF
ATTENTION-DEFICIT/HYPERACTIVITY DISORDER

INTRODUCTION

The guidelines presented here are designed to assist in the evaluation and treatment of children
between 5 and 12 years of age with “typical” ADHD in the primary care office. They are based
on current understanding of the disorder and coordinate with recommendations from professional
organizations , primarily the American Academy of Pediatrics and the American Academy of
Child and Adolescent Psychiatry. The goal of the protocol is to improve the care of children
with this disorder. It is not intended to dictate treatment decisions but to provide practitioners,
especially those in primary care, with information and support as they care for children with
ADHD. Complex cases, cases with significant co-morbidity or presentations outside the
“typical™ age range are beyond the scope of this protocol. Nonetheless the protocol may serve as

a base for modifications in these complicated cases.

Informed Consent

Informed, voluntary consent, based upon appropriate information, must be obtained from the service
recipient, if he or she has the capacity to give it, or otherwise from a legally authorized representative.

Capacity to give informed consent

Chinicians should consider whether the service recipient, if age 16 or over, is capable of giving
informed consent, prior to rendering services, and, if applicable, determine who is legally

authorized to make decisions about the service recipient’s care.

Tennessee faw, effective March 1, 2000, permits a provider of routine health care services to
accept the decision of a surrogate, in lieu of a service recipient, where the recipient has no
guardian or conservator. Acceptance of surrogate decision making 1s not mandatory. and i
apphcable only when the service recipient is reasonably determined to lack capacity to make
treatment decisions, ' because of mental retardation or developmental disability. *

Also effective March 1, 2000. Tennessee Code requires inpatient mental health service providers
to maintain treatment review committees for service recipients admitted to inpatient facilities
who lack capacity. The committee may not, however, over-ride the decision of the recipient’s

guardian or conservator. |
| See TOMHDD Rule 0%0 xxxx
3 Tennensee Code Amnotated § 33-1-218 through 220

Tennewwee Code Amotated § 334-107 &1 oy
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INA CHILD BETWEEN S AND 12 YEARS OLD WHO PRESENTS WITH
CHIEF COMPLAINT OF:

School problems Over active: fidgety restless
Can’t stay in seat Easily distracted

Difficulty taking tums Blurts out answers

Can’t follow instructions Disruptive behavior

Difficulty completing tasks Talks excessively
Interrupts, intrudes on others Acts without thinking
Accident-prone Poor self esteem

Difficulty being calm “Someone thinks he has ADHD"

CONSIDER ADHD BY USING DSM IV CRITERIA :

CHECK ALL THAT APPLY:
At least 6 of the following symptoms of inattention have been present for at least 6 months to a
degree that is maladaptive and inconsistent with developmental level:

___often fails to give close attention to details or makes careless mistakes in schoolwork
___ often has difficulty in sustaining attention in tasks or play activities

___often does not seem to listen when spoken to directly

___ often does not follow through on instructions and fails to finish schoolwork, chores
(not due to oppositional behavior or failure to understand instructions)

___often has difficulty organizing tasks and activities

____ often avoids, dishkes or is reluctant to engage in tasks that require sustained mental
etfort (ex: schoolwork, homework)

___often loses things necessary for tasks or activities (t0ys, assignments, pencils, hooks)
___1soften easily distracted by environmental stimuli

__isoften forgetful in daily activities

OR
Atleast 6 of the following symptoms of hyperactivity and impulsivity have been present for at feast
6 months to a degree that is maladaptive and inconsistent with developmental level

____often fidgets with hands or feet or squirms in seat

___often leaves seat in classroom or 1n other situations in which remaining seated 1s
expected

___often runs about or chmbs excesstvely in situations in which 1t is Inappropnate
___ often has difficulty playing or engaging in leisure activities quietly

___1s often “on the go” or often acts as 1f “driven by a motor™

___oftentalks excessively

___ often blurts vut answers before questions have been completed

__ often has ditticulty waiting tumn

___ often interrupts or intrudes on others (butts into conversations or games)

AND
~Some hyperactive. impulsive or inattentive symptoms thar caused impairment were present

betore age 7 years

AND
Some imparment from the symptoms 1s present in two or more settings (ex: school and home)

2
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AND
_ Therc s clear evidence of chimically significant impairment in social, academic or
occupational functioning

AND
___ The symptoms do not occur only during a psychotic disorder or are not better accounted for by
another mental disorder (ex: Mood Disorder, Anxiety Disorder, etc.)

CONFIRM DIAGNOSIS OF ADHD WITH DIRECT INFORMATION FROM PARENTS

AND TEACHERS OR OTHER CAREGIVERS:

Request completion of ADHD-specific ratng scales (ex.: Abbreviated Conners Scale) by parents
and teachers.

Review school-based multidisciplinary evaluations or other school reports and assessments.

EVALUATE PRESENCE OF CO-MORBID CONDITIONS:

Learning Disabilities may exist where there is irregular achievement on school or when academic
functioning is less than might be expected based on patient’s overall intellect. Refer for psycho-
educational testing to confirm.

Oppositional Defiant Disorder and Conduct Disorder may co-occur with ADHD in about 30% of
patients. Hallmarks include high levels of defiance or other severely disruptive behavior beyond
overactivity and poor attention skills. Consider consultation or referral to mental health care
provider for diagnosis and treatment.

Anxiety Disorders with prominent worries, fears and tension may co-exist with ADHD. The
restlessness and fidgetiness of Anxiety Disorders may resemble ADHD and should be considered in
the differential diagnosis. Consider consultation or referral to mental health care provider.

Depressive Disorders may co-exist with ADHD, especially in patients who have experienced
numerous failures or other stresses and have developed depressive thought patterns that begin to
influence their outlooks. Some of these children may respond to support and experiencing success
instead of failure. Others may require consultation or referral to mental health care provider.

Various social stressors including adjustment problems, family disruption or physical and sexual
abuse can both co-exist and resemble the symptoms of ADHD. A careful and complete social
history should be completed. Referral to mental health care providers or other agencies may be
needed.

DISCUSS TREATMENT OPTIONS WITH PATIENT AND FAMILY:

Treatment should be multi-dimensional and include education, counseling, classroonvschool
modifications and medication depending on the specific needs of each individual child and family

(%)
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The child and parents should be educated about the diagnosis and encouraged 10 understand this
represents a chatlenge to overcome, not an “excuse” for misbehavior. Strengths and relative
weaknesses should be identified. The variations in the presentation and the course of the disorder
should be reviewed. Encouraging parents to become advocaltes for their child and informing them
of their options is a part of education that may be done in the primary care office.

Various forms of counseling may be the major intervention for mild cases of ADHD. Behavioral
therapy can be used to modify behavior using behavioral plans which target specific behavior.
outline rewards and address how the plan is to be modified after success. Family therapy can be
used to change family interactional patterns that may cause dysfunction and improve
communication and other family functions to encourage the child with ADHD to rely upon his
strengths. The family discipline system should be analyzed and modified in ways acceptable to all
participants. Various forms of individual counseling may be indicated for children with probiems
coping or other co-morbid conditions. While general behavioral therapy may be done in the primary
care office, other, more formal counseling and therapy, should be referred to a mental health care
provider.

CONSIDER A TRIAL OF MEDICATION;:

Plan A:

Stimulant medications, either methylphenidate (Ritalin) or amphetamine (Dexedrine, Adderall). are
first line medications in the treatment of ADHD. Discuss the indications, possible side effects
(decreased appetite, sleep disturbance, headaches, moodiness) and an overall treatment plan with the
parents. If consent is obtained begin treatment with low doses of stimulant medication in two to
three daily divided doses, each about three to four hours apart (ex: 8AM, 12 N, 4PM).

Based on response and side effects. the dose can be adjusted fairly rapidly, once a week. to a
maximum of 2mg/kg/day or 60mg/day of methylphenidate or Img/kg/day or 60mg/day of an
amphetamine preparation. Most children with ADHD require doses less than the maximum. Lack
of response to near maximum doses indicates a need to review the diagnosis and:or consideration of
another medication.

Periodic follow up by phone calls and/or office visits should address response. compliance, side
effects and overall functioning. Information for school staff is very useful in monitoring response to
medications.

Ifa good response to first line stimulant is documented. changing to a long acting preparation of the
same stimulant may be indicated for convenience and improved compliance.

Consideration should be given to “medication holidays™. periods off medication. The indications
for these are debatable. However. in consideration of parental desires, the severity of patient
symptoms and the activities in which the child participates (ex: summer vacation may not be a good
time for medication holiday for a child who is taking classes in summer school) medication-free
periods may be desirable. Some knowledge about continued need for medication may be gained
during these periods.

If poor response 1s seen to first hine stimulant. go to Plan B.

Plan B:
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Lack of response to one stimulant does not indicate poor response to other stimulant medications.
Therefore, start treatment with a second stimulant medication (amphetamine. if methylphenidate
used in Plan A or vice versa). Methods of dosing and monitoring follow up are as in Plan A,

If poor response 1s seen, consider Plan C.

Ptan C:

Consider treatment with pemoline (Cylert) a third available stimulant. Because of rare, fatal liver
toxicity some clinicians may elect to bypass this step. Because of a longer half-life, once a day
dosing 1s possible. Doses begin at 18.75 mg and may be increased in two to three weeks depending
on response and side effects. Due to the longer half-life, response may take one to two weeks to
occur. Frequent laboratory monitoring of hepatic enzymes (every two to three weeks) can be
problematic and limits this option.

Plan D is considered by clinicians that opt against Plan C or for patients that do not respond to
pemoline.

Plan D:

Tricyclic antidepressant medications have been shown to be useful in children with ADHD. Due to
side effects, high overdose toxicity and poorer response rates than stimulants, these medications are
thought of as third and fourth line medication interventions. Imipramine (Tofranil) is
recommended. Due to possibly higher cardiac effects, desipramine (Norpramin) is not
recommended. Pretreatment screening should include family history of cardiac arrhythmias,
physical exam, general laboratory screens and an EKG. Side effects (sedation. increased appetite,
tremors, and cardiovascular symptoms) are discussed with the patient and family. Dosing is started
at 25 mg/day in once daily dosing.

The dose is gradually increased based on response and side effects. It may take one to two weeks to
observe a clinical response, so dose should not be increased more frequently than weekly. Doses
above 2-3mg/kg/day are associated with increased adverse events. Doses higher than this merit
reconsideration of the diagnosis and consultation with specialists.

Response, including reports for school staff, should be monitored along with occurrence of side
effects and overall functioning. EKG should be monitored throughout treatment, especially at

increased doses.

CONSIDER REFERRAL TO SPECIALIST IN DEVELOPEMETNAL PEDIATRICS
OR CHILD PSYCHAITRY:

Using these guidelines it is estimated that about 90% of children with ADHD will show significant
response in the primary care setting (in conjunction with educational and counseling interventions).
Lack of response to these interventions indicates need for re-evaluation and possible referral to
specialist in developmental pediatrics or child psychiatry.

4
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STATE OF TENNESSFE
DEPARTMENT OF FINANCE AND ADMINISTRATION
BUREAU OF TennCare
OFFICE OF GENERAL COUNSEL
Doctor’s Building, 5" Floor

Don Sundquist 706 Church Street C. Warren Neel
Governor Nashville, Tennessee 37247-0064 Commissioner
(615) 741-1354 / FAX (615) 532-7322
Memorandum
TO: Linda Ross

Attorney General’s Office

FROM:  BettyF. Bone(/go%g

Deputy General Counsel
DATE: July 18, 2001

SUBJECT:  EPSDT REPORT (January-June 2001)

The number of appeals reflected may not include all appeals received during this time period, as
these numbers are dependent on the data pulls. Data for this report was pulled July 7, 2001.

For each MCO/BHO, the tatle below reflects the total number of children’s appeals for January -

June 2001.
‘MCO/BHO " January — June 2001 TOTAL # OF CHILDREN'S

i Sl T APPEALS

Access MedPlus 2392

DMR 30

John Deere 150

OmniCare 273

PHP 380

Prudential 3 j
TLC 447 ]
VHP 49

VSHP 3699

Xantus 985

Other 7

TOTAL 8415

Premier 415

TBH L75

TOTAL 590 %
IGRAND TOTAL 9005




.

Based on a compilation of Service appeals data for January-June 2001, there were a total of
9005 appeals filed on behalf of children (under 21 years of age). Eight thousand two hundred
five (8205) were regular appeals and eight hundred (300) were expedited appeals. As of July 7,
2001 four thousand six hundred sixty-three (4663) of these appeals are still pending a final
resolution.

CARE TYPES

Children’s appeals included 31 service types. The Service Types with the highest number of
appeals are: Pharmacy (2193), Reimbursement (492), Access to Service (430), Other (313),
Dental (258), Residential Treatment — Child (221), and Physician (100),

Additional Care Types include: Procedure (59), DME (55), MH-Inpatient (55), Eligibility (22),
MR Waiver (21), Home Health (19), A&D (19), Therapeutic Foster Care (17), MH-Outpatient
(13), Vision (9), Independent Living (7), Psychiatric Evaluation (7), Physical Therapy (6),
Occupational Therapy (5), Speech Therapy (4), Methadone Treatment (3), Transportation (3),
Hospital (2), Rehabilitation (2), Emergency (2), Drug Approval (1), Nutritional (1), Service (1),
and Quality (1).

TYPE OF SERVICE, MCO/BHO

(RS

Pending (1106), Pharmacy (679), Access to Services (248), Dental
(122), Reimbursement (105), Other (71), Physician (35),
Procedure (6), Vision (5), Eligibility (4), DME (4), Home Health
(3), Occupational Therapy (1), Physical Therapy (2), Speech

Therapy (1)

Department of Mental MR Waiver (21), Pending (9).

Retardation

John Deere Pending (68), Pharmacy (24), Reimbursement (17), Access to
Services (16), Other (13), DME (3), Dental (2), Home Health (2),
Procedure (2), Drug Approval (1), Eligibility (1), Physical Therapy
(1).

Omni Care Pending (120), Pharmacy (96), Other (22) , Reimbursement (11),
Dental (7), Access to Services (5), Procedure (5), Physician (3),
Eligibility (2), Home Health (1), DME (1). l

Prudential Reimbursement (2), Pending (1).

TLC Family Care Health | Pending (206), Pharmacy (155), Reimbursement (28), Other (28).
Plan Dental (18), DME (4), Home Health (2), Access to Services (2),
Physician (2), Eligibility (1), Physical Therapy (1). -

Pending (30). Reimbursement (5), Other (5), Pharmacy (5), Access |
to Services (2), Dental (1), Vision (1). |
VSHP ‘ 'Pendiné (2343). Pharmacy (789), Reimbursement (206), Access to
Services (111). Other (85). Dental (54), Procedure (40), DME

VHP Community Care

@8y, Physician (20). Eligibility (9). Home Health (7). Physical
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Pending (430), Pharmacy (336), Reimbursement (54), Dcn_taT(‘M), 1

Physician (38). Other (35), Access to Services (21), DME (12),
Vision (3), Occupational Therapy (3), Speech Therapy (3), MH-
[npatient (2), Eligibility (1), Home Health (1), Procedure (1),
Rehabilitation (1).

Other

Eligibility (3), Reimbursement (Q)TPending (2).

Premier

Residential Treatment (155), Pending (114), MH-Inpatient (39),
Other (20), Pharmacy (13), A&D (13), Therapeutic Foster Care
(13), Retmbursement (12), MH-Outpatient (11), Psychiatric
Evaluation (6), Independent Living (5), Access to Services (4),
Transportation (3), Home Health (2), Hospital Inpatient (2),
Eligibility (1), Emergency Services (1), Provider Payments (1).

|
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TBH

Residential Treatment (66), Pending (41), Other (20), MH-
Inpatient (14), Reimbursement (6), A&D (6), Access to Services
(5), Pharmacy (5), Therapeutic Foster Care (4), Methadone
Treatment (3), Independent Living (2), MH-Outpatient (2),
Psychiatric Evaluation (1).

APPEALS RESOLUTIONS

MCO/BHO DECISION #:#:/|. TOTAL | APPEAL UNIT DECISION - .{<#TOTAL % -
Affirmed 5741 Affirmed 95
Case Withdrawn by Enrollee 30
Informal Resolution 339
Reversed 500
Pending 4661
Directive Issued 81 {
Transferred 33
Cont. By Petitioner 2 }
!
) “Total 5741 Total 5741 :
Case withdrawn by enrollee 20 No Decision Required 20
Informal Resolution by 769 No Decision Required 769
Agreement |
Reversed 24325 No Decision Required 2435 j
Service Approved 40 No Decision Required 40 !
Grand Total 9005 | Grand Total 9005 |
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TDMHDD Guideline

Anxiety Disorders in Children and Adolescents

Introduction

The guidelines presented here are designed to assist in the evaluation and treatment of children
and adolescents with anxiety disorders in the primary care setting. These guidelines are based on
the following source material:

Practice parameters for the assessment and treatment of children and adolescents with
anxiety disorders. ] Am Acad Child Adolesc Psychiatry 1997 Oct;36(10 Suppl):69S-84S
(161 references]

The user may wish to refer to the source material for complete text, annotations, and references.

The goal of this protocol is to improve the care of children/adolescents with conduct disorder and
aid practitioners in diagnosis and treatment selection.

These guidelines are not intended to define or serve as a standard of medical care.

Informed Consent

Informed, voluntary consent, based upon appropriate information, must be obtained from the
service recipient, if he or she has the capacity to give it, or otherwise from a legally authorized
representative.

Capacity to give informed consent
Clinicians should consider whether the service recipient, if age 16 or over, is capable of giving

informed consent, prior to rendering services, and, if applicable, determine who is legally
authorized to make decisions about the service recipient’s care.

Tennessee law, effective March 1. 2000, permuts a provider of routine health care services to
accept the decision of a surrogate, in lieu of a service recipient, where the recipient has no
guardian or conservator. Acceptance of surrogate decision making i1s not mandatory, and 1
applicable only when the service recipient is reasonably determined to lack capacity to make
treatment decisions, ' because of mental retardation or developmental disability. *

Also effective March 1, 2000, Tennessee Code requires inpatient mental health service providers
to maintain treatment review committees for service recipients admitted to inpatient facilities
who lack capacity. The committee may not, however, over-ride the decision of the recipient’s
guardian or conservator. ’

I See TDMHDD Rule (0940 xxxx

2 Tennessee Code Annotated § 313-2-21R duough 277)

Al Tennessee Code Annotated § 110-107 et ey
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Differential Diagnosis
Hypoglycemic episodes Medication reaction: antihistamines,
Hyperthyroidism antiasthmatics, sympathomimetics,
Cardiac arrhythmias steroids, haloperidol, pimozide, SSRIs,
Caffeinism antipsychotics, OTC’s (diet pills, cold
Pheochromocytoma medicines, etc.)
Seizure disorders Mood disorders
Migraine ADHD
CNS disorders- delirium, brain tumor  Substance abuse disorders
Personality disorders Eating disorders
Pervasive developmental disorders Schizophrenia

DSM-IV Criteria

Generalized Anxiety Disorder

. Excessive anxiety and worry (apprehensive expectation), occurring more days than not for at
least 6 months, about a number of events or activities (such as work or school
performance).

2. The person finds it difficult to control the worry.

3. The anxiety and worry are associated with three (or more) of the following six symptoms
(with at least some symptoms present for more days than not for the past 6 months).

Note: Only one item is required in children.
1. restlessness or feeling keyed up or on edge
2. being easily fatigued
3. difficulty concentrating or mind going blank
4. irritability
5. muscle tension
6. sleep disturbance (difficulty falling or staying asleep, or restless unsatisfying sleep)

4. The focus of the anxiety and worry is not confined to features of an Axis [ disorder, e.g., the
anxiety or worty is not about having a Panic Attack (as in Panic Disorder), being
embarrassed in public (as in Social Phobia), being contaminated (as in Obsessive-
Compulsive Disorder), being away from home or close relatives (as in Separation
Anxiety Disorder), gaining weight (as in Anorexia Nervosa), having multiple physical
complaints (as in Somatization Disorder), or having a serious illness (as in
Hypochondriasis), and the anxiety and worry do not occur exclusively during
Posttraumatic Stress Disorder.

5. The anxiety, worry, or physical symptoms cause clinically significant distress or impairment in social,
occupational, or other important areas of tunctioning.

6. The disturbance is not due to the direct physiological effects of a substance (e.g., a drug of abuse, a
medication) or a general medical condition (e.g., hyperthyroidism) and does not occur exclusively
during a Mood Disorder, a Psychatic Disorder, or a Pervasive Developmental Disorder.

————————
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Social Phobia

A. A marked and persistent fear of one or more social or performance situations in which the person 1s exposed
to unfamiliar people or ta possible scrutiny by others. The individual fears that he or she will act in a
way (or show anxiety symptoms) that will be humiliating or embarrassing. Note: [n children, there must
be evidence of the capacity for age-appropriate social relationships with familiar people and the anxiety
must occur in peer settings, not just in interactions with adults.

B. Exposure to the feared social situation almost invariably provokes anxiety, which may take the form of a
situationally bound or situationally predisposed Panic Attack. Note: In children, the anxiety may be
expressed by crying, tantrums, freezing, or shrinking from social situations with unfamiliar people.

C. The person recognizes that the fear 1s excessive or unreasonable. Note: In children, this feature may be

absent.

The feared social or performance situations are avoided or else are endured with intense anxiety or distress.

The avoidance, anxious anticipation, or distress in the feared social or performance situation(s) interferes

significantly with the person’s ncrmal routine, occupational (academic) functioning, or social activities

or relationships, or there 1s marked distress about having the phobia.

F. Inindividuals under age 18 years, the duration 1s at least 6 months. i

G. The fear or avoidance 1s not due to the direct physiological effects of a substance (e.g., a drug of abuse, a !
medication) or a general medical condition and 1s not better accounted for by another mental disorder
(e.g., Panic Disorder With or Without Agoraphobta, Separation Anxiety Disorder, Body Dysmorphic
Disorder, a Pervasive Developmental Disorder, or Schizoid Personality Disorder).

H. If a general medical condition or another mental disorder is present, the fear in Criterion A is unrelated to 1t,
e.g., the fear is not of Stuttering, trembling in Parkinson's disease, or exhibiting abnormal eating
behavior in Anorexia Nervosa or Bulimia Nervosa.

mo

Panic Disorder

A. A discrete period of intense fear or discomfort, in which four (or more) of the following  symptoms
developed abruptly and reached a peak within 10 minutes:

. palpitations, pounding heart, cr accelerated heart rate
. sweating
trembling or shaking
. sensations of shortness of breath or smothering
. feeling of choking
chest pain or discomfort
. nausea or abdominal distress
. teeling dizzy, unsteady, lightheaded, or faint
. derealization (teelings of unreality) or depersonalization (being detached from oneself)
10. fear ot losing control or going crazy
1. fear ot dying
12. paresthesias (numbness or tingling sensations)
13, chills or hot tlushes

o0~ O R LN —

O

B. At least one of the attacks has bezn followed by | month (or more) of one (or more) of the following:

I persistent concern about having additional attacks

2. worry about the implications of the attack or its consequences (e.g., losing control, having a heart
attack, "going crazy")
3. a significant change in behavior reiated to the attacks

C. The Panic Attacks are not duc to the direct physiological effects of a substance (e.g., a drug of abuse, a
medication) or a gencral medical condition (e.g., hyperthyroidism).
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D. The Panic Attacks are not better accounted for by another mental disorder, such as Social Phobia (eg,
occurring on exposure to feared social situations), Specific Phobia (e.g., on exposure to a specific
phobic situation), Obsessive-Compuisive Disorder (e.g., on exposure to dirt in someone with an
obsession about contamination), Posttraumatic Stress Disorder (e.g., in response to stimuli associated
with a severe stressor), or Separation Anxiety Disorder (e.g., in response to being away from home or
close relatives).

Obsessive-Compulsive Disorder

A. Either obsessions or compulsions:

Obsessions as defined by (1), (2). (3). and (4):

. recurrent and persistent thoughts, impulses, or images that are experienced, at some time during the
disturbance, as intrusive and inappropriate and that cause marked anxiety or distress

2. the thoughts, impulses, or images are not simply excessive worries about real-life problems
the person attempts to ignore or suppress such thoughts, impulses, or images, or to neutralize them with
some other thought or action

4. the person recognizes that the obsessional thoughts, impulses, or images are a product of his or her own
mind (not imposed from without as in thought insertion)

Compulsions as defined by (1) and (2):

I, repetiive behaviors (e.g., hand washing, ordering, checking) or mental acts (e.g., praying, counting,
repeating words silently) that the person feels driven to perform in response to an obsession, or
according to rules that must be applied rigidly

2. the behaviors or mental acts are aimed at preventing or reducing distress or preventing some dreaded
event or situation; however, these behaviors or mental acts either are not connected in a realistic
way with what they are designed to neutralize or prevent or are clearly excessive

B. At some point during the course of the disorder, the person has recognized that the obsessions or
compulsions are excessive or unreasonable. Note: This does not apply to children.

C. The obsessions or compulsions cause marked distress, are time consuming (take more than | hour a day), or
significantly interfere with the person's normal routine, occupational (or academic) functioning, or
usual socal activities or relationships.

D. Ifanother Axis [ disorder is present, the content of the obsessions or compulsions is not restricted to it (e.g.,
preoccupation with food in the presence of an Eating Disorder; hair pulling in the presence of
Trichoullomania; concem with appearance in the presence of Body Dysmorphic Disorder;
precccupation with drugs in the presence of a Substance Use Disorder; preoccupation with having a
serious illness in the presence of Hypochondriasis; precccupation with sexual urges or fantasies in the
presence af'a Paraphilia; or guilty ruminations in the presence of Major Depressive Disorder).

E. The disturbance 1s not due to the direct physiological effects of a substance (e.g., a drug of abuse, a
medication) or a general medical condition.

Posttraumatic stress disorder- (see full guideline in this manual for additional information)

A. The person has been exposed to a traumatic event in which both of the following were present:

I, the person experienced, witnessed, or was confronted with an event or events that involved
actual or threatened death or serious injury, or a threat to the physical integrity of self or
others
the person's response involved intense fear, helplessness, or horror. Note: In children, this
may be expressed instead by disorganized or agitated behavior
B.  The traumatic event is persistently reexperienced in one (or more) of the following ways:

f. recurrent and intrusive distressing recollections of the even, including images, thoughts, or

perceptions. Note: In young children, repetitive play may occur in which themes or
aspects ot the trauma are expressed.

[

2. recurrent distressing dreams of the event. Note: In children, there may be frightening dreams
without recognizable content.
3. acting or feeling as it the traumatic event were recurring (includes a sense of reliving the
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‘ expenence, dlusions, haltucinations, and dissociatve flashback episodes, including those

| that occur on awakening or when itoxicated). Note: In young children, trauma-specific

[ reenactment may vecur

’ 4. ntense psychological distress at exposure to internal or external cues that symbolize or

resemble an aspect of the traumatic event

5. physiological reactivity on exposure to internal or external cues that symbolize or resembie an

aspect of the traumatic event

C.  Persistent avordance of stimuk associated with the ‘rauma and numbing of general responsiveness (not
present betore the trauma), as indicated by three (or more) of the following:

! I etlorts 1o avoid thoughts, feelings, or conversations associated with the trauma

efforts to avoid activities, places, or people that arouse recollections of the rauma

inabtity to recall an important aspect of the trauma

markedly diminished interest or participation in significant activities

feeling of detachment or estrangement from others

restricted range of affect (e g., unable to have loving feelings)

sense of a foreshortened future (e g., does not expect to have a career, marriage, children, or a

normal hfe span)

D, Persistent symptoms of increased arousal (not present before the trauma), as indicated by two (or more)
of the following:

. difficulty falling or staying asleep

2. arritability or outbursts of anger

3. difficulty concentrating

4. hypervigilance

5. exaggerated startle response

E. Duration ot the disturbance (symptoms in Criteria B, C, and D) 1s more than | month.

F. The disturbance causes chinically significant distress or tmpairment in social, occupational, or other
important areas ot functionmg.

~ ™ B s pa

Other phobias

A, Marked and persistent fear that 1s excessive or unreasonable, cued by the presence or anticipation of a
specitic object or sitwation (=2.g., tlying, heights, animals, receiving an injection, seeing blood).

B. Exposure to the phobic stimulus almost invariably provokes an immediate anxiety response, which may
take the form of'a sitwationally bound or situationally predisposed Panic Attack. Note: In children,
the anxiety may be expressed by crying. tantrums, freezing, or clinging.

C. The person recognizes that the fear 15 excessive or unreasonable. Note: In children, this feature may be
absent

D. The phobic situation(s) 1s avoided or else s endured with intense anxiety or distress.

E. The avoidance, anxtous anticipation, or distress in the feared situation(s) interferes significantly with
the person's normal routine, occupational (or academic) functioning, or social activities or
refatonships, or there 1s marked distress about having the phobia.

F. Inindividuals under age 18 vears, the duration 1s at least 6 months.

G. The anxiety, Panic Attacks. or phobic avoidance assocrated with the specific object or situation are not

! hetter accounted for by another mental disorder, such as Obsessive-Compulsive Disorder (e.g., fear

1 of dirt i someone with an obsession about contamination), Posttraumatic Stress Disorder (e.g

avordance of stimulr associated with a severe stressor), Separation Anxiety Disorder (e.g |

I avordance of school). Soctal Phobia (e.g . avordance of soctal situations because of tear of

embarrassment), Panic Disorder With Agoraphobia. or Agoraphobra Without History of Panic
Disorder

[
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Separation anxiety

A. Developmientally inappropriate and excessive anxiety concerming separation from home or from those
to whom the individual 1s attached, as evidenced by three (or more) of the following:

f. recurrent excessive distress when separation from home or major attachment figures occurs or
Is anticipated

persistent and excessive worry about losing, or about possible harm befatling, major
attachment figures

J 3. persistent and excessive worry that an untoward event will lead to separatton from a major

ra

atiachment figure (e.g.. getting lost or being kidnapped)
4 persistent reluctance or refusal to go to school or elsewhere because of fear of separation
5. persistently and excessively fearful or reluctant to be alone or without major attachment
figures at home or without significant adults in other settings
6. persistent reluctance or retusal to go to sleep without being near a major attachment figure or
to sleep away from home
7. repeated nightmares nvolving the theme of separation
8. repeated complaints of physical symptoms (such as headaches, stomachaches, nausea, or 4
vomiting) when separation from major attachment figures occurs or is anticipated
The duration of the disturbance 1s at least 4 weeks
The onset is before age 18 vears
The disturbance causes clinically significant distress or impairment in social, academic (occupational),

OO

or other important areas of functioning.
E. The disturbance does not occur exclusively during the course of a Pervasive Developmental Disorder,

I Schizophrenta, or other Psychotic Disorder and, in adolescents and adults, is not better accounted
L

tor by Panic Disorder With Agoraphobia.

Behavioral Treatment

J

% context of family and school instead of focusing on the etiology of the behavior.

| Cognitive-behavioral treatment integrates a behavioral approach with an emphasis on changing

‘ the cognitions associated with the patient's anxiety.

| Psychodynamic psychotherapy includes a grealer participation of the parents/caregivers and a

‘ more explicit use of active support. practical guidance. and environmental interventions.

‘ Parent-child mterventions may include helping parents/caregivers encourage

‘ children/adolescents to face new situations rather than withdrawing, refraining from excessive
criticism and intrusiveness. responding to children’s needs. and encouraging children to engage

' in activities despite anxiety. I[nfant-parent psychotherapy is recommended where there are
attachment problems.

’ Family therapy 15 also used to disrtupt the dysfunctional family interactional patterns that promote
fanuly insecurnty and 10 support a-eas of family competence.

\ Psychoeducation is important in treatment of panic disorder.

|

Pharmacological Treatiment

Pharmacotherapy should never be used as the sale intervention. Pharmacotherapy should be
used only as an adjunct to behavieral or psvchotherapeutic interventions. Selection of the
appropriate medication s primarily based on comorbid conditions it they exist. For a
child/adolescentwith ADHD or enuresis. a tricyclic antidepressant is the drug of choice. A child 1
!
|
|

|

Behavioral therapy targets the patient’s overt behavior and emphasizes treatment within the /
!

|

|

I

I

|

]

|

r

|

[

|

|

|

with comorbid obsessive-compulsve disorder would benefit the most from an SSRI. Side effect
‘ profile should also be considered when selecting medication therapy.
‘ Benzodiazepmes are olten used or a short-term basis, and 1n the case of severe anxiety.
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| benzodiazepines may be used in conjunction with an SSRI or TCA for several weeks untif the
, antidepressant begins (o show beneficial effects.

Treatment Steps

I I Determune onset and development of symptoms and the context in which the symptoms occur
and are maintained.
I ! a.  Is anxiety stimulus specific, spontanecus, or anticipatory”?
| b Is avoidant behavior present?
’ ¢. Do comorbid symptoms exist?
I Explore patient’s development history including temperament, ability to soothe self or be

[]

| soothed. quality of attachment, adaptabulity, stranger and separation responses, childhood
( fears,
Obtain medical history, medication history, schoal history, social history, and family history.
Interview patient and conduct a mental status exam.
Conduct family assessment and parent-child relationship. i
Refer for 1Q. psychological, learning disability, and speech and language testing if indicated.
Establish diagnosis
| a.  Consider physical conditions that may mimic anxiety disorders.
b. Screen for psychiatric disorders that may be comorbid with or misdiagnosed as anxiety
disorders.
c. Consider that more than cne anxiety disorder may be present.
j 8. Education of parents and other significant persons about symptoms, clinical course, treatment
! options, and prognosis.
9 Consultand collaborate with school personnel.
10. Begin behavioral or psychotherapy depending on the diagnosis
a. separation anxiety disorder-
- behavioral program involving child/adolescent, parents, school  personnel, and
other appropriate persons
- fanuly interventions including family therapy. parent-child interventions. and
parental gutdance
- paychotherapy including cognitive-behavioral therapy and psychodynamic

[ I - o)

~N o

psychotherapy

b, other anviety disorders-

- psychotherapy including cognitive-behavioral and behavioral therapy techniques
J psychodynamic psychotherapy
" - fanuly interventions
] ¢.  social phobia-
| - cognitive-behavioral therapy and behavioral therapy
|
|

- famuly intervenuon
d. other phobias-
behavioral and cognitve-behavioral therapy
complicated cases may require individual and group psychotherapy
e, panic disorder-
cognitive-behavioral therapy

i
individual or group psychotherapy /
mdividual psychodynanne. group. or famuly psychotherapies f

~3
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. obsessive-compulsive disorder-
cognitive-behavioral therapy
therapist-assisted exposure and response preventon

g posttraumatic stress disorder-

exposure therapy

psychodynamic psychotherapy

family therapy

discussion groups or peer counseling groups

1. Begin pharmacotherapy depending on the dragnosis and severity.
a.  separation anxiety disorder- in severe cases use a benzodiazepine +/- TCA* or SSRI
other anxiety disorders- in severe cases use a benzodiazepine +/- TCA* or SSRI
social phobia- SSRI
other phobias- pharmacotherapy rarely used i
pantc disorder- SSRI or TCA +/- benzodiazepine
obsessive-compulsive disorder- SSRI or clomipramine
posttraumatic stress discrder- antidepressant of choice

|
|
|
r - cognitive-behavioral therapy
|
J
|
|

b.
C.
d.
e.
f.
g.

*Trazodone 15 often effective in these cases
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Evaluation and Treatment
of Conduct Disorder in Children and Adolescents

Introduction

The guidehine presented here 15 designed to assist in the evaluation and treatment of children and
adolescents with conduct disorder in primary care and behavioral treatment settings. Portions of
this guideline are based the following sources:

Practice parameters for the assessment and treatment of children and adolescents with
conduct disorder. ] Am Acad Child Adolesc Psychiatry 1997 Oct;36(10 Suppl):1225-
1398 {225 references]

Decision trees and essential outhne materials were furnished by Martha Wike, Ph.D.,
Consulting Psychologist, Tennessee Department of Children’s Services

- The goal of this protocol is to improve the care of children/adolescents with conduct disorder

and aid practitioners in diagnosis and treatment selection.

These guidelines are not intended to define or serve as a standard of medical care.

Informed Consent

Informed. voluntary consent. based upon appropriate information, must be obtained from the
service recipient. if he or she has the capacity to give it, or otherwise from a legally authorized
representative.

Capacity to give informed consent

Chinicians should consider whether the service recipient, if age 16 or over, 1s capable of giving
informed consent. prior to rendering services, and, if applicable, determine who 1s legally
authorized to make decisions about the service recipient’s care.

Tennessee law. effective March 1. 2000, permits a provider of routine health care services to
accept the decision of a surrogate, in lieu of a service recipient, where the recipient has no
guardian or conservator. Acceptance of surrogate deciston making 1s not mandatory, and is
applicable only when the service recipient is reasonably determined to lack capacity to make
treatment decisions. ' because of mental retardation or developmental disability. *

Also effective March 1. 2000. Tennessee Code requires inpatient mental health service providers
to maintain treatment review committees for service reciprents admitted to inpattent facilities
who fack capacity. The committee mav not, however. over-ride the decision of the recipient’s
guardian or conservator.

l Sev THMEDD Rule (30 voan

N Termnesser Code Amnoraad 3 V3232219 thioagh 20

Penneasen Code Amiotated @ Y6107 ¢t sy
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( Differential Diagnosis

| Opposiional defiant disorder Adjustment disorder
{ ADHD Mood disorders
Substance abuse Chuld or adolescent antisocial behavior
( Medical disorders Personality disorders
| PTSD Schizophrenia
‘ Developmental disorders

DSM-IV Criteria

‘ Conduct Disorder, as defined by the DSM-IV, consists of a repetitive and persistent pattern of
behavior in which the basic rights of others or major age-appropriate societal norms or rules are
| violated, as manifested by the presence of three (or more) of the following criteria in the past 12
} months, with at least one criterion present in the past 6 months:

|

*  Must have 3 or more:

— Aggression to people or animals
— Destruction of property
—  Deceitfulness or theft

l - Serious violation of rules
I/
i

— In the past 12 months
r —  Withat least | in the past 3 months

* The disturbance in behavior causes clinically significant impairment

! ¢ f 18 or older, not Antisocial Personality
Assessment

 Patientinterview (with and without parents)...assess mental status, impulse control, capacity
for attachment, trust and empathy, tolerance for negative emotions

« Parentinterview. .assess developmental hx, family hx of mood and thought disorders,
rmpulse control and substance abuse disorders. personality disorders

« Collateral contact interviews (school, court)

» Physical exam, including urine or blood drug screen. if drug use is suspected

Treatment
\ Treatment should be provided in 4 continuum of care that allows flexible application of
1 modalities by a cohesive treatment team. Outpatient treatment of conduct disorder includes

' mtenention i the family, school, and peer group.

e Jreat comorbid disorder

-
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e Familvinterventions include parent guidance, skills training and famuly therapy.

— Work on parenting strengths.. eliminate 100 harsh and 100 permissive approaches
- Treat parental pathology

*  Individual and group psvchotherapy with adolescent or child. The technique of intervention
should be adapted to child’s age, processing style, and ability to engage in treatment.

— Group therapy is important with adolescents.
— Individual therapy, alone, is ineffective

e Psvchosocial skill-building training.

— Child training to improve peer relationships

— Child training to improve academic skills

— Child training to improve compliance with demands from authority figures
— Social skills building

o Other psychosocial interventions should be considered as indicated. Some interventions to
consider are peer intervention, school intervention for appropriate placement, juvenile justice
system intervention, social services, community resources, out-of-home placement, and job
and independent-living skills training.

s Purchopharmacology. Medications are recommended only for treatment of target symptoms and

comorbid disorders and are recommended only on the basis of clinical experience.

» Llevel of care decision-making. Level of care should be the least restrictive level of intervention
that fulfills both the short and long-term needs of the patient.
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{ Recent Stressor? Recent move into negative
| peer group?
ﬁ
[ ( Yes? J [ Yes? l
[ I Co-morbid pathology? I Co-morbid pathologyﬂ
| l J
| l | | |
o Yew No? Yes? No?
|
( Treat Treat Treat Treat
| co-morbidity conduct co-morbidity conduct
‘ first disorder first disorder
|

Decision Tree for Conduct Disorder
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Assess for Comorbxd Condians

1
1

f I T ]
ADHD? ' Anxety Disorder? | Substance Abuse/Dependence? | Acs il
Type tttie here Type Itle here ) ' Borderiine Personaity?
! : : Mental Retardation?

| | o T'

Yes Yes Yes

| | T

Consder Consider Consider irdndualze
medcation Medrcation Medcation J treatment to
J take nto accourt :
J | l b
[ Family Treatment indmdual increase efforts
for Behavior Psychotherapy lo stabiize 1
Managemeny/ long{emm ndwdual | )
Psychoeducation treatmert weh one therapist i

Assessment
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Conduct Disorder Treatment

Imminent risk to
J self or others?
[
| 1 ]
[ Yes? J { No? {
“ Acute psychiatric Severe?
i hospitalization
‘ Yes? J

|

[ Under age 10? J

[ : |

[ Yes? [ No?
| I |

Individual Legal

& family involvement?
work .
I
{ ]
l Yes? Nao?

l |

Consider
probation,

alternatives

incarceration,

Social skills
training,
individ. tx,
group tx

|

i Treatment failure?

| J |

| Yes? J‘

|

}
FConsider residential o ;
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Depression in Children and Adolescents

Introduction

The guidelines presented here are desigred to assist in the evaluation and treatment of children and adolescents with
depressive disorders in the primary care setting. These guidelines are adapted from:

Practice parameters for the assessment and treatment of children and adolescents with depressive
disorders. } Am Acad Child Adolesc Psychiatry 1998 Oct;37(10 Suppl!):635-83S {23! references]

The user may wish to consult the source matenial for complete texts, annotations, and references.

The goal of this protocol 1s to improve the care of children/adolescents with depression and aid practitioners in
diagnosis and treatment sefection.

These guidelines are not intended to define or serve as a standard of medical care.

Informed Consent

or she has the capacity to give it, or otherwise from a legally authorized representative.
Capacity to give informed consent

Chintcians should consider whether the service recipient, 1f age 16 or over, 1s capable of giving informed consent,
prior to rendering services, and, 1f applicable, determine who s legally authorized to make decisions about the
service recipient’s care.

Tennessec law, eftective March 1, 2000, oermits a provider of routine health care services to accept the decision of a
surrogate, 1 lieu of a service recipient, where the recipient has no guardian or conservator. Acceptance of surrogate

decision making 1s not mandatory, and 1s applicable only when the service recipient is reasonably determined to lack
capacity to make treatment decisions, ' because of mental retardation or developmental disability.

Also ettective March 1, 2000, Tennessee Code requires ipatient mental health service providers 1o maintain
1 treatment review committees for service recipients adnutted (o inpatient facilities who lack capacity. The comnutiee
! may not, however, over-ride the decision of the recipient’s guardian or conservator.

| See TOMBDD Rule 0940 xxax

1 Tennewee (ode Amatated § V36107 o wey.

” 1 Tanewee Code Amatated § 13-3-21R dwough 220
I

Assessment

o Comprehensive psychiatric diagnostic evaluation, including interviews with the child. parents, and cotlateral
informants, such as teachers and social services personnel,

i « tvaluaton performed by a clinician trained to consider how developmental and cultural tactors impact the

i patient's chimical presentation.

o Pertormance of a developmentally appropriate mental status examinaton (MSE), physical examimaton.

Jaboratary ests

e Asscssment of nisk tor suicidal behaviors

l [nformed, voluntary consent, based upon appropriate information, must be obtained from the service recipient, if he
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i f » Global functioning assessment using scales such as the Children's Global Assessment Scale or the Global
| Assessment of Functioning.
‘ * Identfication of other pertinent issues that will require ongoing treatment (family dysfunction, school
I ‘J difficulues, comorbid disorders)
J e Ongoing assessment
i
r Differential Diagnosis
J Anxiety disorders Adjustment disorder
| Learning disabilities Chronic fatigue syndrome
) Disruptive disorders Bereavement
ADHD Anorexia nervosa
[ Substance abuse Premenstrual dysphoric disorder
Personality disorder Bipolar disorder \
) Medical disorders Eating disorders

* DSM-1V Criteria for Major Depressive Disorder
Major Depressive Disorder (MDD), in general consists of:
« One or more Major Depressive Episodes, as defined below,
* Not better accounted for by Schizoaffective Disorder, and not superimposed on Schizophrenia,

Schizophreniform, Delusional, or Psychotic Disorder, and

There has never been a Manic Episode, a Mixed Episode, or a Hypomanic Episode (except as may have been
induced by substance, treatment, or due to the direct physiological effect of a general medical condition)

A Major Depressive Episode, as defined by the DSM-1V | consists of either a depressed or irritable mood and/or
a loss o interest or pleasure for at least 2 weeks, in addition to the presentation of S or more of the following
symptoms:

« DEPRESSED MOOD MOST OF THE e Psychomotor retardzation OR agitation
DAY.NEARLY EVERY DAY

e Decreased energy or motivation

e« mARKEDLY DIMINISHED INTEREST e Guilt feelings
l IN ACTIVITIES, MOST OF THE
. DAY, NEARLY EVERY DAY e [nabulity to concentrate
e SIGNIFICANT Weight loss/weight gam e rECURRENT Thoughts of DEATH OR
suicid AL IDEATION, sUICIDE
N e |nsomm/hypersomnia ATTEMPT OR PLAN

[
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/ AND these symptoms:
¢ Social impairment or impairment n * Unrelated to bereavement
performance of activities
« Unrelated to medication use or other
® Unrelated to substance abuse psychiatric illness
Treatment
Treatment Planning

-

Acute Treatment

Chronicity

Contextual issues

* o o o

who five with the patient.

Patient and Family Education

A T N N TS
.

Psvchotherapy

ongoing and past conthcts.

e The choice of imitial therapy depends on

Severity and number of prior episodes

Previous response to treatment

* Develop treatment plan appropniate to developmental stage of child or adolescent
« Provide services in the least restrictive environment that provides safety and effectiveness

* & o o

Pharmacotherapy alone usually is not sufficient.

e The high degree of comorbidity and the severity of psychosocial and academic consequences of depression
suggest a multi-modal treatment approach

e Because depression usually runs in families 1t 15 important to assess and treat other family members and those

The patient and caregivers should be taught about the disease and the treatment involved. Family education involves
them as informed partners in the treatmen: team, and helps them understand depress on as an iliness, identify and
manage affect, address psychosocial deficits, and learn the importance of compliancz with treatment. Participation by
parents may help them identify ther own depressive symptoms.

o Psychodynamic psychothercpy can help youth understand themselves, identity tfeelings, improve self-
esteem, change maladaptive patterns of behavior, interact more eftectively with others, and cope with

CBT 1s based on the prenvise that depressed patients have cognitive distortions in how they view themselves,
the world, and the future; that these cogmitive distortions contribute to their depression CBT teaches patients
1o adentity and counteract these distortions. Climeal studies tfound a high rate of relapse upon follow-up.

suggesting the need for continuation treatment

Age of patient
Compliance with treatment
Patient’s and family's motivation for treatment
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o [PT focuses on problem areas of grief, interpersonal roles, disputes, rele transitions, and personal ditficulties.
IPT has been shown 1o be useful in the acute treatment of adolescents with MDD The rate of relapse may be
relatively low after acute IPT treatment

Antidepressant Medication

coping skills, adaptive strategies, and improved peer and family relationships.

-k R

Antidepressant medications seem indicared for children and adolescents with severe symptoms that prevent effective
psychotherapy; whose symptoms fail to respond to an adequate trial of psychotherapy; with chronic or recurrent
depression; and with psychotic or bipolar depressions.

I
’3 Pharmacotherapy alone is never sufficient as the sole treatment. Combined treatment promotes self-esteem,
[
|

Prior to initiating treatment, specific target symptoms should be defined with the patient and parents. They
should be informed about side etfects, dose schedule, the lag in onset of therapeutic effect, and the danger of

overdose. Parents should maintain responsibility for storing and administering the medications to enhance ‘
compliance and minimize suicidal risk from overdose. Quantity of dispensed medications should be monitored i
carefully.

Selective serotonin reuptake inhibitors (SSRIs) are the initial antidepressants of choice for patients requiring
pharmacotherapy, although the presence of comorbidities may require altemate initial agents or a combination of
medications. There ts no indication for laboratory tests before or during the administration of SSRIs.

SSRIs (Prozac, Zoloft, Paxil, and Celexa) are the drugs of choice because of their safety, side effect profile, ease of
use, and suitability for long-term maintenance. Since improvement with the SSRIs may take 4 to 6 weeks, patients
should be treated with adequate and tolerable doses for at least 4 weeks. At 4 weeks, if patients have not shown even
minimal tmprovement, treatment should be modified (e.g., increase dose, change medications). If the patient shows
improvement at 4 weeks, the dose should be continued for at least 6 weeks. The SSRIs have a relatively flat dose-
response curve, suggesting that maximal chnical response may be achieved at minimum effective doses.

Tricyclic Antidepressants are not recommended as first line treatment for youth with depressive disorders
because of the lack of efficacy and potential side effects. Nevertheless, individual patients may respond better (o the
TCAs than other medications. If Tricyclic Antidepressants (TCAs) are used. baselne electrocardiogram (EKG).,
resting blood pressure and pulse (supine or sitting, standing), and weight should be monitored regularly.

Augmentation agents may be indicated for children who are resistant to treatment or present complicating
factors. Such agents may include:

« Trazodone

e Anticonvulsants

e Antimania medication

* ECT (only as authonzed by statute See T C.A, 33-8-301 et seq.)
e Antipsychotic medication (for MDD with pscyhotic features)*

" See guideline on treaiment of Schizophrenia for additonal infonmation on antipsychotic medication

L
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l Continuation Phase
e Continuation therapy s recommended for all patients for at least 6 months after remission
! ¢ The patient and his or her family should be taught to recognize early signs of relapse.
| « Continuation psychotherapy helps to foster medication compliance.
e Antidepressants must be continuad at the same dose used to attain remussion of acute symptoms.
¢ Atthe end of the continuation phase, for patients who do not require maintenance treatment, medications should
I be discontinued gradually.
Maintenance Therapy
I Clinicians should consider maintenance therapy for patients with muitiple or severe episodes of depression and those
at high risk for recurrence. Factors assoc:ated with recurrence include a family history of bipolar disorder or
recurrent depression, comorbid psychiatric disorders, stressful or non-supportive ervironments, and residual or
I subsyndromal symptomatology. ‘
i
The treatments that were used to induce remission in the acute phase should be used for maintenance therapy. Youth
. with two or more episodes of depression should receive maintenance treatment for at least | to 3 years. Patients with
recurrent episodes accompanied by psychosis, severe impairment, severe suicidality, and treatment-resistance, as
well as patients with more than 3 episodes, should be considered for tonger, even lifelong treatment
The long-term effects of antidepressants an maturation and development of children have not been studied. The
clinician and patient's family should therefore weigh the risks and benefits of pharmacotherapy in maintenance
therapy.
DSM-1V Criteria for Dysthymic Disorder (child or adolescent)
l e Depressed Mood. most of the day, more days than not, for at least one year
¢ Presence, while depressed, of two or more ot the tollowing
I i . poor appetite or overeating
. low energy or fatigue
. low self-esteem
l . poor concentration or difficulty making decisions
. feelings of hopelessness
e The foregaing symptoms have nct abated tor more than 2 months at a ime duning the year
( « The disturbance is not better accounted for by MDD
e There has never been a manic, mixed, or hypomanic episode
l o The disturbance does not occur exclusively 1n the course of a Psychotic Disorder
o The sympioms are not due to physiological ettects of substance use or a general medical condition
|
| o The symptoms cause chnically significant distress or impairment in social, occupational. or other important
I : areas of functioning
l i
: 3 ;
' !
J
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Treatment

Chnical practice and theory support the use ot psychotherapies of varying degrees of intensity, including
psychoanalysis, psychodynamic psychotherapy, CBT, and IPT, to treat DD. In the absence of published studies of
psychotherapeutic or pharmacologic treatment of children and adolescents with DD or comorbid MDD and DD,
chmicians are advised 10 use interventions recommended for the treatment of youtk with MDD.

PREVENTION

Youth with subchnical depressive symptoms are at high risk to develop clinical depression. When these symptoms
persist after an episode of depression continuous treatment until full remission is recommended. For patients who
have not had an episode of depression, psychosocial interventions to reduce environmental and family stressors and
CBT strategies appear to be efficacious to prevent deterioration

Children with DD usually have a first episode of MDD 2 to 3 years after the anset of the DD, suggesting that DD 1s a
gateway (o recurrent mood disorders and indicating the need for early intervention with mild (o moderate depression
Early intervention with depressed youth also may avert the development of comortid psychiatric disorders. For
example, MDD often precedes the onset of substance use disorders and treatment of depression may prevent their

development.
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TDMHDD Guideline

Mental Retardation and Comorbid Disorders
in Adults over 22 Years of Age

Introduction

The guidelines presented here are designed to assist in the evaluation and treatment of children and
adolescents who have mental disorders comorbid with mental retardation. These guidelines are adapted
from the following sources:

Practice parameters for the assessment and treatment of children. adolescents, and adults with mental
retardation and comorbid mental disorders. ] Am Acad Child Adolesc Psychiatry 1999 Dec;38(12
Suppl):5S-31S [ 17 references]

Rush AJ, & Frances A,. eds. The Expert Consensus Guideline Series  Treatment of Psychiatric and Behavioral
Problems in Mental Retardation. Arerican Journal on Mental Retardation 2000;105:159-228.

The user may wish to refer to the source material for complete text, annotations, and references
Goals of this Protocol:
I, To improve the care of children/adolescents, and young adults up to 21 to 22 years of age (ar upper age

limit of eligibility for public special education and related services in some states), who present
mental retardation and possible comorbid disorders.

(3]

To aid practitioners in the difficult task of assessment and then choosing the correct treatment for each
individual child. These guidelines are not intended to define or serve as a standard of medical care.
Clinical management recommendations herein do not replace clinical judgement, tailored to the
particular needs of each clinical situation.

Informed Consent

Informed, voluntary consent, based unon appropriate information, must be obtained from the service
recipient, if he or she has the capacity to give it, or otherwise from a legally authorized representative.

Capacity to give informed consent

Clinicians should consider whether the service recipient, if age 16 or over, is capable of giving informed
consent, prior to rendering services. and, if applicable, determine who is legally authorized to make
decisions about the service recipient’s care.

Tennessee law, effective March 1. 2000. permits a provider of routine health care services to accept the
decision of a surrogate. in lieu of a service recipient, where the recipient has no guardian or conservator.
Acceptance of surrogate decision making is not mandatory, and is applicable only when the service
recipient s reasonably determined to fack capacity to make treatment decisions, ' because of mental
retardation or developmental disability. -
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TDMHDD Guideline

Mental Retardation and Comorbid Disorders
in Adults over 22 Years of Age

Introduction

The guidelines presented here are designed to assist in the evaluation and treatment of children and
adolescents who have mental disorders comorbid with mental retardation. These guidelines are adapted
from the following sources:

Practice parameters for the assessment and treatment of children. adolescents. and adults with mental
retardation and comorbid menial disorders. J Am Acad Child Adolesc Psychiatry 1999 Dec,38(12
Suppl):58-31S [117 references]

Rush AJ, & Frances A . eds. The Expert Consensus Guideline Series Treatment of Psychiatric and Behavioral
Problems in Mental Retardation. American Journal on Mental Retardation 2000;105:159-228.

The user may wish to refer to the source material for complete text, annotations, and references

Goals of this Protocol:

I. To improve the care of children/adolescents, and young adults up to 21 to 22 years of age (an upper age
limit of eligibility for public special education and related services in some states), who present
mental retardation and possible comorbid disorders.

2. To aid practitioners in the difficult task of assessment and then choosing the correct treatment for each
individual child. These guidelines are not intended to define or serve as a standard of medical care.
Clinical management recommendations herein do not replace clinical judgement, tailored to the
particular needs of each clinical situation.

Informed Consent

[nformed, voluntary consent, based upon appropriate information, must be obtained from the service
“Jecipient, if he or she has the capacity to give it, or otherwise from a legally authorized representative.

Y
T A
Capacity to give informed consent

Chinicians should consider whether the service recipient, if age 16 or over, 's capable of giving informed
consent, prior to rendering services, and, if applicable, determine who is legally authorized to make
decisions about the service recipient’s care.

Tennessee law, effective March [, 2000, permits a provider of routine health care services to accept the
decision of a surrogate, in lieu of a service recipient, where the recipient has no guardian or conservator.
Acceptance of surrogate decision making is not mandatory, and is applicable only when the service
recipient 1s reasonably determined to lack capacity to make treatment decisions, ' because of mental
retardation or developmental disability.
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i Also effective March 1, 2000, Tennessee Code required inpatient mental healith service providers 10
/ maintain treatment review commuttzes for service recipients admitted to inpatient facilities who lack
capacity. The committee may not, however, over-ride the decision of the recipient’s guardian or

conservator.

1 See TOMHDD Rule 0940 vaxx

n

2 Tomnewee Code Amowaied § Y%-1-24R thiough 220

1 Tennevee Code Amatated & 13-6-107 a veq.
Assessment and Diagnosis
I Overview

¢ Comprehensive assessment of MR.

¢ Assessment of mental iliness in persons with mental retardation, including comprehensive
history, service recipient interview, medical review and diagnostic formulation.

-ﬁ

Diagnosis of MR (Considerations, based on DSM-IV and AAMR criteria)

"

|
‘ Psychiatric and behavioral assessment of persons with MR includes:
|
|
\

| Criteria Definition
# Significantly sub-average intellectual functioning 1Q approximately 70 or below
Below average I causes limitations in adaptive skills and Communication. Setf-direction. Self-care. Functional academic
3 functioning i at least two of the following areas skills. Home hiving. Work, Socialiinterpersonal skills. Leisure. Use of
community resources, Health and safety
| Age atonsel Must be evident before age 18
Leveis of serventy (DSM-1V) Mild 1Q 55-70
. Moderate 1Q 40-55
Severe 1Q 25-40
Profound 1QQ below 25
Unspecified Strong presuniption, but the individual's
intelligence 1s untestabie by standard
instrument
Levels of supponts neceded (AAMR) Internuttent. Linuted. Extensive, or Pernvasive
Be cautious in interprenng low 1Q in the presence of a [mpacment in Q) must precede and not be directly related 1o
sychiatne disorder psychaine disorder

Assessment of Mental Illness in Persons with MR

from 30% to 70%. Virtually all categories of mental disorders have been reported in this population.

However so, diagnostic precision, in the presence of MR, is not always feasible. and there is strong

J Mental illness is frequently comorbid with mental retardation, with most prevalence estimates ranging
1 consensus opinion that specific psychiatric diagnosis is not routinely and reliably possible in more severe

cases of MR, Many practuitioners use medication only when there is a specific psychiatric diagnosis.

- R N O

| |
| The psychiatric diagnostic evaluation of persons who have MR is in principle the same as for persons 1’
4 who do not have retardation. The diagnostic approaches are modified. depending on the service j
[ recipient’s cognitive level and especially communication skills. For persons who have mild MR and good

verbal skills the approach does not differ much from diagnosing persons with average cognitive skills.

The poorer the communication skills, the more one has to depend on information provided by caregivers
; famihar with the service recipient anc on direct behavioral observations.

l \
r‘
|

‘ |
f
, |
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Assessment Methods

Preferred methods of evaluation

lnterview with fanuly/caregivers Drrect observation of behavior
Medical history and physical examination Functionat nehavioral assessment
f Medication and side effects evaluation Unstructured psychiatne diagnosuc interview t

Also consider

s Standardized rating scales

«  Biomedical evaiuation. including famtly. pregnancy. pennatal. developmental. health. social. and educational history: physical
and ncurodevelopmental cxamination, and laboratary tests. Laboratory tests are usually indicated by the fincings in the
history and physical examuination and may inciude chromosomal analysis (including fragile-X by DNA analysis); brain
imaging (CT scan. MR1). EEG. urinary amino-acids: blooc organic acids and iead level. appropnate biochemical tesis for
nbom errurs of metabolism
Standardized testing (e.g intetligence. neuropsychological. language) 4

H
i
i
1
i

..... MR Mw s isvee matosmd AR

Recipient and Caregiver Interview

The recipient may present communication deficits or may otherwise be shy in regard to disclosure of
relevant history. Information from parents and caregivers should always be sought in order to develop a
more complete assessment, especially in those instances where the recipient lacks adequate
communication skills. Attempts should be made to collect both anecdotal subjective information and
more objective data, such as daily record keeping or graphical data.

Comprehensive History Includes:

e Presenting symptoms/behaviors

* Assessment of functionirg

¢ Treatment history

¢ Placements and supports

* Famuly/household dynamics
e Pastevaluations.

Recipient Interview:

« Ample time should be allotied for the service recipient interview. Sufficient ume is needed to put
the service recipient at ease.

e The interview should be adapted to the service recipient's communication skills
e (lear and concrete language should be used

e Reassurance and support should be provided

¢ Leading and yes/no questions should be avoided

e The interviewer should attempt to ensure that questions are understood

« Menal status may be assessed from context of conversation. rather than by formal examination

G
g
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i ; * Nonverbal expression and activity should be considered
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*  Medical Review

¢ Developmental history
* Medical history
* General medical disorders and treatments.

Evaluation of Stressors

Complete evaluation and individualized treatment requires attention to possible stressors that may be
triggering or exacerbating the presenting problem in someone with MR. The stressors listed below may
be more likley to occur in persons with MR, and cause difficulties for those who have reduced coping
skills. Helping the individual, family, and caregivers deal with or eliminate stressors may sometimes be
the primary target of treatment and often facilitates whatever other treatment interventions that are
necessary.

f

Type of Stressor Examples
Change Moving. new schoot or job. change of routine, developmental milestones. transition from
developmental conters
[nterpersonal Loss of significant other, displacement from job or school
Environmental Crowding. noise, disorder. lack of stimulation. lack of pnivacy, work or school-related pressure
Parenting/Social Suppont Lack of support from others; disruptive visits/contacts. neglect. hostuhity, physical or sexual abuse
(liness/Disability Chronic iliness. serious acule iflness. sensory deficits. difficuity with ambulation, setzures
Stigmatization re problenis Being taunted. teased. exciuded. buliied. or explouted
Frustration Inability to communicate needs & wishes; lack of choice in living & work situations: sell-awareness
of deficits
Trauma Persons with mencal retardation have higher rates of victimizarion
Treatment
Generally

The habilitation of persons with MR is based on the principles of normalization and community based
care, with additional supports as needed. Federal legislation, for example, the Individuals with
Disabilities Education Act (IDEA), eatitles disabled children and adolescents to a full range of
diagnostic, educational and support services from birth to age 21. Specialized treatments are also
provided if necessary, as is done for persons with severe visual and auditory impairment

The parents of children and adolescents with MR are entitled by these laws to receive support services
and to be active participants in treatment planning. Some parents and older patients are not aware of their
rights to obtain services. The clinician has an important role 1n such instances to educate and. if needed.
to refer to a "patient advocate” or "educational advocate.”

Inrecent practice, children and adolescents are educated in special classes in regular school or in
inclusionary programs (in age appropriate regular classes, with additional supports as needed). In the
United States, children with MR are now rarely if ever placed in residential institutions and separate
schoals. Adults with MR of all levels live in the community. in settings varytng from their own
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apartments with supports as needed, to small shared living sitations. They are employed in specialized
settings or, increasingly, in the competitive job market. Habilitation and treatment include:

e Specific treatment of the underlying condition, if known, to prevent or to minimize brajn insults
that result in MR (e.g., shunting in the case of hydrocephalus).

« Early intervention, education, and ancillary therapies (such as physical, occupational, language
therapies, and behavior therapies), family support, and other services, as needed.

« Treatment of comorbid physical conditions, such as hypothyroidism, congenital cataracts or heart
defects in children with Down syndrome, treatment of seizures in persons with tuberous
sclerosis, etc.

e

e Psychiatric treatment of comorbid mental disorders, including psychosocial interventions and
pharmacotherapy.

Psychiatric Treatment

The approach to treatment of mental illness in persons with MR 1s generally the same as for persons
without MR. Modifications of treatment may be necessary, according to the individual's
circumstance. Persons with Down syndrome, e.g., may be exquisitely sensitive to anticholinergic
drugs, and some persons with MR may be more sensitive to the disinhibiting effects of
sedative/hypnotic agents.

Medical, habilitative, and educational interventions should be coordinated within an overall

treatment program. Medication should be integrated as part of a comprehensive treatment plan

that includes, appropriate behavior planning, behavior monitoring, and communication between

the prescribing physician, therapists, and others providing supports, habilitative services, and |
general medical treatment. [

Medication decisions should be appropriate to the diagnosis of record. based upon specific
indications, and not made in lieu of other treatments ¢r supports that the individual needs. There
should be an effort, over time, to adjust medication doses to document ongoing need or the
minimum dose at which a medication remains effective.

Medication decisions need to be based upon adequate information, including medication history
and consideration of the individual’s complete, current regimen. Medication decisions need to be
made with due consideration for potential problems of polypharmacy, and otherwise for negative
impact on the individual's functioning and overall quality of life. Every effort should be made 1o
avoid unnecessary compromise of cognitive function or exacerbation of ataxia. Risk vs. benefit
needs to be considered and continually reassessed, and justification should be provided, where
the benefit of a medication comes with centain nisks or negative consequences.

Behavioral Emergencies

s Restraint of any kind, where sermitted. is used only when efforts at redirection have failed and
the service recipient poses an imnunent risk of harm to self or others.

o Emergency medications. where permitted, are given only after appropriate diagnostic assessment
and other alternatives are contraindicated.
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* Possible medical causes for an acute behavioral exacerbation mus® be considered (e.g., other
iiness. injury, medication side effects)

* Reassessment of the diagnosis and the plan of treatment and support are indicated when there 15
an emergent behavioral episode

Psychotherapeutic Interventions

Psychotherapy can be effective for persons with MR, toward realization of a vanety of goals:

e Mitigation of stressors

e Improved coping skills

¢ Improved communication of feelings, problems, etc.
e Improved problem solving skills

e Improved social and interpersonal skills

¢ Reduction/elimination of maladaptive behaviors

¢ Increase of adaptive behaviors

e Understanding of disability and tliness

e [ncreased self-esteem

Modality and Technique

Group, individual, or family psychotherapy may be appropriate for persons with MR. As with psychiatric
care, the approach to treatment of mental illness in persons with MR is generally the same as for persons
without MR. Techniques typically utilized with persons with mental illness can be considered potential
interventions for persons who are dually diagnosed. with adaptations made as necessary, based on the
needs and strengths of the individual. The approach to therapy may need to be more concrete, repetitive,
and/or directive, and may need to incorporate visual and auditory aids. Role play can be effective, and
behavior modification techniques, such as positive reinforcement are very important.

Generally, the lower the cognitive and adaptive functioning of the person(s), the more extensive the
modifications which will need to be made in technique. Seme techniques are rarely appropriate for
persons who function at the lower levels of mental retardation.

Group therapy in particular can be an invaluable treatment approach for a wide range of emotional.
behavioral and life problems. Group therapy uses the power of group dynamics and peer interaction to
promote fearning and development of new skills among individual group members. Group therapy can
be in promoting skills in decision making, problem solving, expression of feelings, socialization.
communication. and in maintaining behavioral change.

Family therapy typically focuses on the parents' identification and support of their child's strengths and
independence. and the provision of opportunities for success. Parents of recently diagnosed children need
careful explanation of their child's cendition. Concrete advice in management and rescurce finding is
important, as well as help 1n obtaining educational supports to which the child is entitled under federal
and local laws. Parents of adolescents and young adults need help in coming to terms with emergent
sexuality, and in emotionally separating and preparing them to move to out-of-family living in the

community

Behavior Therapy is based upon scientific principles of behavior and uses a functional assessment to
understand the variables that influence the behavior. Generally, to be effective, behavior therapy should

~J
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be applied in all settings, and include an emphasis on increasing functional replacement skills, along with
the reduction of the maladaptive behavior.  This approach may include adjusting the environment to
reduce physical and social conditions that seem to trigger maladaptive behaviors, and various specific
techniques, such as systematic desensitization, progress relaxation, anger management, assertiveness
training, and training more effective social and interactional skills.
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Conjoint Therapy with or without the child present may be used to address specific behavioral issues.
and allows parents or caregivers to report their observations frankly. Parents or caregivers can be
supported in their efforts at behavior management. which may otherwise tend to be transitory.

Treatment Follow-up

A common problem in the treatment of persons with MR s assessing its effectiveness, which may be
viewed differently by various caregivers. Therefore, discrete treatment goals should be agreed upon by
the clinician and caregivers, as well as target or "index" symptoms. Interdisciplinary collaboration of
professionals and caregivers is essential. Various mental health clinicians might function in the team as
direct care providers, team leaders, or consultants to other professionals. Among them, clinicians with
medically and psychologically oriented training are often prepared to function as synthesizers of
treatment modalities of various disciplines. Follow-up includes service recipient interview/observation
and obtaining comprehensive interim information. If the service recipient is not experiencing
improvement, the accuracy and completeness of the biopsychosocial diagnosis should be reviewed, as
well as the consistency of implementation of treatment by the caregivers.
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TDMHDD Guideline

PROTOCOL FOR THE EVALUATION AND TREATMENT OF

INTRODUCTION

|
ATTENTION-DEFICIT/HYPERACTIVITY DISORDER 1’
The guidelines presented here are designed to assist in the evaluation and treatment of children [
between 5 and 12 years of age with “typical” ADHD in the primary care office. They are based ’
on current understanding of the disorder and coordinate with recommendations from professional
organizations , primarily the American Academy of Pediatrics and the American Academy of [
Child and Adolescent Psychiatry. The goal of the protocol is to improve the care of children
with this disorder. It is not intended to dictate treatment decisions but to provide practitioners, )J
especially those in primary care, with information and support as they care for children with [
ADHD. Complex cases, cases with significant co-morbidity or presentations outside the i
“typical™ age range are beyond the scope of this protocol. Nonetheless the protocol may serve as
a base for modifications in these complicated cases.

Informed Consent

Informed, voluntary consent, based upon appropriate information, must be obtained from the service
recipient, if he or she has the capacity to give it, or otherwise from a legally authorized representative

Clinicians should consider whether the service recipient, if age 16 or over, is capable of giving
informed consent, prior to rendering services, and, if applicable, determine who is legally /
authorized to make decisions about the service recipient’s care.

Tennessee law, effective March 1, 2000, permits a provider of routine health care services to }
accept the decision of a surrogate, in lieu of a service recipient, where the recipient has no
guardian or conservator. Acceptance of surrogate decision making 1s not mandatory. and 1s
applicable only when the service recipient is reasonably determined to lack capacity to make
treatment decisions, ' because of mental retardation or developmental disability.

|
Also effective March [, 2000, Tennessee Code requires inpatient mental health service providers {
to maintain treatment review committees for service recipients admitted to inpatient facilities |
|
l
t
i

who lack capacity. The committee may not. however, over-ride the decision of the recipient’s
guardian or conservator. |
See TDOMIH DD Rule 0940 cxxx

2 Tenneasee Code Amotated § 1321 2R through 220

Tennewer Code Amotard 3 3136-107 e ey
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Capacity to give informed consent
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i 2 INA CHILD BETWEEN S AND 12 YEARS OLD WHO PRESENTS WITH
l | CHIEF COMPLAINT OF:

|

/ School problems Over active: fidgety restless

| Can’t stay tn seat Easily distracted
; { Drifficulty taking tums Blurts out answers

l Can’t follow instructions Disruptive behavior
i ‘ Difficulty completing tasks Talks excessively
| Interrupts, intrudes on others Acts without thinking

/ Accident-prone Poor self esteem
i ! Difficulty being calm “Someone thinks he has ADHD”

l CONSIDER ADHD BY USING DSM IV CRITERIA :
i CHECK ALL THAT APPLY: .

At least 6 of the following svmptoms of inattention have been present for at least 6 months ro a i

degree that is maladaptive and inconsistent with developmental level:

' “ ___often fails to give close attention 1o details or makes careless mistakes in schooiwork
__often has difficulty in sustaining attention in tasks or play activities
___ often does not seem to listen when spoken to directly
___ often does not follow through on instructions and fails to finish schoolwork, chores
(not due to oppositional behavior or failure to understand instructions)
___ often has difficulty organizing tasks and activities
__ oftenavouds, dislikes or is reluctant to engage n tasks that require sustained mental
effort (ex: schoolwork, homework)
___ often loses things necessary for tasks or activities (toys, assignments, pencils, books)
___Is often easily distracted by environmental stimuli
___is often forgetful in daily activities

Atleast 6 of the following symptoms of hyperactivity and impulstivity have been present for at least
6 months (o a degree that is maladaptive and inconsistent with developmental level.

| o

] often leaves seat in classroom oc in other situations in which remaining seated 15

i expected
} often runs about or climbs excessively in situations in which it 1s inappropriate
___ often has difficulty playing or engaging in leisure activities quietly

1s often “on the 30" or often acts as f “driven by a motor”
- ___ often talks excessively |
I ___ often blurts out answers before questions have been completed ‘

often has difficulty waiting tum ' !
often nterrupts or intrudes on others (butts 1nto conversations or games) \

___often fidgets with hands or feet or squirms in seat ’
!

AND
! Some hyperactive, impulsive or inattentive symptoms rhar caused impairment were present
J before age 7 years
|
1
\
|

AND
Some impairment from the symptoms s present in two or more settings (ex. school and home)

[
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[ AND
F __ Thercs clear evidence of chnically significant tmparment in social, academic or
I occupational functioning
|
| ____ The symptoms do not occur only during a psychotic disorder or are not better accounted for by
[ another mental disorder (ex: Mood Disorder, Anxiety Disorder, etc.)
|
(
|
i ]J
\
3

CONFIRM DIAGNOSIS OF ADHD WITH DIRECT INFORMATION FROM PARENTS
AND TEACHERS OR OTHER CAREGIVERS:

Request completion of ADHD-specific rating scales (ex.: Abbreviated Conners Scale) by parents
and teachers.

Review school-based multidisciplinary evaluations or other school reports and assessments.

EVALUATE PRESENCE OF CO-MORBID CONDITIONS:

Learning Disabilities may exist where there is irregular achievement on school or when academic
functioning is less than might be expected based on patient’s overall intellect. Refer for psycho-
| educational testing to confirm.

Oppositional Defiant Disorder and Conduct Disorder may co-occur with ADHD in about 30% of
patients. Hallmarks include high levels of defiance or other severely disruptive behavior beyond
overactivity and poor attention skills. Consider consultation or referral to mental health care
provider for diagnosis and treatment.

Anxiety Disorders with prominent worries, fears and tension may co-exist with ADHD. The
restlessness and fidgetiness of Anxiety Disorders may resemble ADHD and should be considered in
the differential diagnosis. Consider consultation or referral to mental health care provider.

Depressive Disorders may co-exist with ADHD, especially mn patients who have experienced

numerous fatlures or other stresses and have developed depressive thought patterns that begin to

influence their outlooks. Some of these children may respond to support and experiencing success

instead of faifure. Others may require consultation or referral to mental health care provider. /

Various social stressors including adjustment problems. family disruption or physical and sexual
abuse can both co-exist and resemble the symptoms of ADHD. A careful and complete social
history should be completed. Referral to mental health care providers or other agencies may be
needed.

DISCUSS TREATMENT OPTIONS WITH PATIENT AND FAMILY:

Treatment should be multi-dimensional and include education. counseling, classroom/school
modifications and medication depending on the specific needs of each individual child and fanuly

[
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} The child and parents should be educated about the diagnosis and encouraged (o understand this
represents a challenge 10 overceme, not an “excuse” for misbehavior. Strengths and relative

’ weaknesses should be identified. The variations in the presentation and the course of the disorder

should be reviewed. Encouraging parents to become advocates for their child and informing them

of their options is a part of education that may be done in the primary care office

therapy can be used to modify behavior using behavioral plans which target specific behavior, ’
‘ outline rewards and address how the plan is to be modified after success. Family therapy can be
Jj used to change family interactional patterns that may cause dysfunction and improve |
| communication and other family functions to encourage the child with ADHD 1o rely upon his ‘
| strengths. The family discipline system should be analyzed and modified in ways acceptable to all
participants. Various forms of individual counseling may be indicated for children with problems
coping or other co-morbid conditions. While general behavioral therapy may be done in the primary
[ care office, other, more formal counseling and therapy, should be referred to a mental health care
r provider. H

F |
i ! Various forms of counseling may be the major intervention for mild cases of ADHD. Behavioral
i | CONSIDER A TRIAL OF MEDICATION:
Plan A:
Stimulant medications, either methylphenidate (Ritalin) or amphetamine (Dexedrine, Adderall), are
| first line medications in the treatment of ADHD. Discuss the indications, possible side effects
’ (decreased appetite, sleep disturbance, headaches, moodiness) and an overall treatment plan with the
parents. If consent is obtained begin treatment with low doses of stimulant medication in two to
three daily divided doses, each about three to four hours apart (ex: 8AM, [2 N, 4PM),

i Based on response and side effects, the dose can be adjusted fairly rapidly. once a week. to a

‘ maximum of 2mg/kg/day or 60mg/day of methylphenidate or Img/kg/day or 60mg/day of an

i | amphetamine preparation. Most children with ADHD require doses less than the maximum. Lack
of response to near maximum doses indicates a need to review the diagnosis and/or consideration of
another medication.

Periodic follow up by phone calls and/or office visits should address response. compliance, side
effects and overall functioning. Information for school staff is very useful in monitoning response to
medications.

same stimulant may be indicated for convenience and improved compliance

Consideration should be given to “medication holidays™, periods off medication. The indications
for these are debatable. However, in consideration of parental desires, the severity of patient
symptoms and the activities in which the child participates (ex: summer vacation may not be a good
time for medication hotiday for a child who is taking classes in summer school) medication-free ‘.
periods may be desirable. Some knowledge about continued need for medication may be gained [
during these periods. \

|

( If a good response to first line stimulant is documented, changing to a long acting preparation of the
|

[

If poor response is seen to first line sumulant, go to Plan B.

Plan B
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Lack of response to one simulant does not indicate poor response to other stimulant medications.
Therefore, start treatment with a second stimulant medication (amphetamine. tf methylphemdate
used in Plan A or vice versa). Methods of dosing and monitoring follow up are as in Plan A.

If poor response 1s seen, consider Plan C.

Plan C:

Consider treatment with pemoline (Cylert) a third available stimulant. Because of rare, fata! liver
toxicity some clinicians may elect to bypass this step. Because of a longer half-life, once a day
dosing is possible. Doses begin at 18.75 mg and may be increased in two to three weeks depending
on response and side effects. Due to the longer half-life, response may take one to two weeks to
occur. Frequent laboratory monitoring of hepatic enzymes (every two to three weeks) can be
problematic and limits this optior.

Plan D is considered by clinicians that opt against Plan C or for patients that do not respond to
pemoline.

Plan D:

Tricyclic antidepressant medications have been shown to be useful in children with ADHD. Due to
side effects, high overdose toxicity and poorer response rates than stimulants, these medications are
thought of as third and fourth line medication interventions. Imipramine (Tofranil) 1s
recommended. Due to possibly higher cardiac effects, desipramine (Norpramin) is not
recommended. Pretreatment screening should include family history of cardiac arrhythmias,
physical exam, general laboratory screens and an EKG. Side effects (sedation, increased appetite,
tremors, and cardiovascular symptoms) are discussed with the patient and family. Dosing is started
at 25 mg/day in once daily dosing.

The dose is gradually increased based on response and side effects. It may take one to two weeks to
observe a clinical response, so dose should not be increased more frequently than weekly. Doses
above 2-3mg/kg/day are associated with increased adverse events. Doses higher than this merit
reconsideration of the diagnosis and consultation with specialists.

Response, including reports for school staff, should be monitored along with occurrence of side
effects and overall functioning. EKG should be monitored throughout treatment, especially at

increased doses.

CONSIDER REFERRAL TO SPECIALIST IN DEVELOPEMETNAL PEDIATRICS
OR CHILD PSYCHAITRY:

Using these guidelines it is estimated that about 90% of chidren with ADHD will show significant
response in the primary care setting (in conjunction with educational and counseling interventions).
Lack of response to these interventions indicates need for re-evaluation and possible referral to
specialist in developmental pediatrics or child psychiatry.

n
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STATE OF TENNESSEE
DEPARTMENT OF FINANCE AND ADMINISTRATION
BUREAU OF TennCare
OFFICE OF GENERAL COUNSEL

- Doctor’s Building, 5* Floor
I Don Sundquist 706 Church Street C. Warren Neel
Govemor Nashville, Tennessee 37247-0064 Commissioner

(615) 741-1354 / FAX (615) 532-7322
Memorandum

TO: Linda Ross
Attorney General’s Office

FROM:  BettyF. Bone@o%g
Deputy General Counsel

DATE: July 18, 2001
SUBJECT:  EPSDT REPORT (January-June 2001)

The number of appeals reflected may not include all appeals received during this time period, as
these numbers are dependent on the data pulls. Data for this report was pulled July 7, 2001.

For each MCO/BHO, the table below reflects the total number of children’s appeals for January -

June 2001.
, January — June 2001 TOTAL # OF CHILDREN'SW
. .APPEALS
Access MedPlus 2392
DMR 30
John Deere 150
OmniCare 273
PHP 380
Prudential 3
TLC 447
VHP 49
VSHP 3699
Xantus 985
Other 7
TOTAL 8415
Premier 415
TBH 175
TOTAL 590
GRAND TOTAL | 9005
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Based on a compilation of Service appeals data for January-June 2001, there were a total of
9005 appeals filed on behalf of children (under 21 years of age). Eight thousand two hundred
five (8205) were regular appeals and eight hundred (800) were expedited appeals. As of July 7,
2001 four thousand six hundred sixty-three (4663 ) of these appeals are still pending a final
resolution.

CARE TYPES

Children’s appeals included 31 service types. The Service Types with the highest number of
appeals are: Pharmacy (2193), Reimbursement (492), Access to Service (430), Other (313),
Dental (258), Residential Treatment — Child (221), and Physician (100),

Additional Care Types include: Procedure (59), DME (55), MH-Inpatient (55), Eligibility (22),
MR Waiver (21), Home Health (19), A&D (19), Therapeutic Foster Care (17), MH-Outpatient
(13), Vision (9), Independent Living (7), Psychiatric Evaluation (7), Physical Therapy (6),
Occupational Therapy (5), Speech Therapy (4), Methadone Treatment (3), Transportation (3),
Hospital (2), Rehabilitation (2), Emergency (2), Drug Approval (1), Nutritional (1), Service (1),
and Quality (1).

TYPE OF SERVICE, MCO/BHO

Access ‘Med Plds Pending (1106), Pharmacy (679), Access to Services (248), Dental

(122), Reimbursement (105), Other (71), Physician (35),
Procedure (6), Vision (5), Eligibility (4), DME (4), Home Health
(3), Occupational Therapy (1), Physical Therapy (2), Speech

Therapy (1)

Department of Mental MR Waiver (21), Pending (9).

Retardation

John Deere Pending (68), Pharmacy (24), Reimbursement (17), Access to
Services (16), Other (13), DME (3), Dental (2), Home Health (2),
Procedure (2), Drug Approval (1), Eligibility (1), Physical Therapy
(1).

Omni Care Pending (120), Pharmacy (96), Other (22) , Reimbursement (11),
Dental (7), Access to Services (S), Procedure (5), Physician (3),
Eligibility (2), Home Health (1), DME (1).

Prudential Reimbursement (2), Pending (1).

TLC Famuily Care Health Pending (206), Pharmacy (155), Reimbursement (28), Other (28),

Plan Dental (18), DME (4). Home Health (2), Access to Services (2),
Phys.cian (2), Eligibility (1), Physical Therapy (1).

VHP Community Care | Pending (30), Reimbursement (5), Other (5), Pharmacy (5), Access
to Services (2), Dental (1), Vision (1).

VSHP Pending (2343). Pharmacy (789), Reimbursement (206), Access to

Services (111). Other (85). Dental (54), Procedure (40), DME

J*(28), Phyvsician (20). Eliaibility (9). Home Health (7). Physical




| VSHP Cont ‘Thcrzp?y‘zzi)iEé-f%lcrgcrlc}' (1), Nutnitional (1 (1 ) Service (
Occupational Therapy (1), Quality (1).

]
Xantus Pending (430), Pharmacy (336) Reimbursement (54), Dental (44),
Physician (38), Other (35), Access to Services (21), DME (12),

Vision (3), Occupational Therapy (3), Speech Therapy (3), MH-
Inpatient (2), Eligibihty (1), Home Health (1), Procedure (1),
Rehabilitation (1).

Other Eligibthity (3), Reimbursement (2), Pending (2).

Premier Residential Treatment (155), Pending (114), MH-Inpatient (39),
Other (20), Pharmacy (13), A&D (13), Therapeutic Foster Care
(13), Reimbursement (12), MH-Outpatient (11), Psychiatric
Evaluation (6), Independent Living (5), Access to Services (4),
Transportation (3), Home Health (2), Hospital Inpatient (2),
Eligibility (1), Emergency Services (1), Provider Payments (1). |
TBH Residential Treatment (66), Pending (41), Other (20), MH- /

Inpatient (14), Reimbursement (6), A&D (6), Access to Services
(5), Pharmacy (5), Therapeutic Foster Care (4), Methadone
Treatment (3), Independent Living (2), MH-Outpatient (2),
Psychiatric Evaluation (1).

APPEALS RESOLUTIONS

MCO/BHO DECISION; TOTAL . | APPEAL UNIT DECISION " | 5#TOTAL #
Affirmed 5741 Affirmed 95
Case Withdrawn by Enrollee 30
[nformal Resolution 339
Reversed 500
Pending 4661
Directive Issued 81
Transferred 33
Cont. By Petitioner 2
“Total 5741 Total 5741
C&e withdrawn by enrollee 20 No Decision Required 20
Informal Resolution by 769 No Decision Required 769
Agreement
Reversed 2435 No Decision Required 2435 ﬁ%
Service Approved 40 No Decision Required 40
Grand Total 9005 Grand Total 9005 |
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